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Introduction 


The concept of Primary Health Care, introduced at the 
Alma Ata Conference of the World Health Organization in 
1978, was a revolutionary step that shifted health from the 
bio-medical sphere to the social context. Primary health 
care was developed as part of a global policy to provide 
"Health for All by the Year 2000". This policy was 
adopted by all member states, both developing and 
industrialized, of the World Health Organization. 


Primary health care is more than providing drugs or curing 
disease. It is a comprehensive approach which aims at 
prevention rather than cure and stresses self-help and 
social organization instead of bio-medical dependency. 
The goal is to provide equal access to health care for all. 


The concept of primary health care was developed in a 
period of worldwide economic expansion, while in the 
1980s many countries have been obliged to introduce 
economic structural adjustment programmes. Health 
services are receiving fewer rather than more resources. In 
the light of current economic difficulties, it is important to 
ask what new strategies have been developed and can 
major improvements in health be achieved? Furthermore, 
are primary health-care strategies able to address the 
underlying problems of ill-health or do they represent 
another way of imposing technological solutions in an 
attempt to solve problems that are fundamentally social 
and political in nature? 


The BUKO/HAI conference Primary Health Care and 
Drugs, held in Bielefeld, West Germany between 
September 21 and 23 of 1990, was organized to provide a 
forum for the discussion of the origins, impacts, 
perspectives, and current problems of primary health care. 
More than 150 people, including speakers and participants 
from 13 developing and industrialized countries, shared 
their experiences at the conference and tried to develop 
common strategies to promote primary health care and 
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rational drug use. The conference specifically discussed the 
role drugs play in providing health for all. This was in 
response to the resolution of the 39th World Health 
Assembly that called on all "concerned parties" to assume 
their responsibility to enhance the rational use of drugs. 


The role that drugs can play in health is sometimes over — 
estimated when implementing primary health care. An 
overemphasis on drugs can undermine the social basis of 
primary health care. In addition, the irrational use of drugs 
can be a major obstacle to health and the development of 
comprehensive health services. The BUKO/HAI conference 
considered whether present efforts to improve the 
distribution of essential drugs in communities can lead to 
improved health and what is needed to ensure that drugs 
are used rationally. The conference aimed to define the 
responsibilities of consumers, health care providers and 
policy makers in ensuring the rational use of drugs within 
primary health care. The need for global action strategies 
was considered and special attention was paid to the role 
of industrialized countries in providing support for new 
strategies. 


The conference presentations are provided here as a 
contribution to the ongoing discussion of what people can 
do to ensure better health and a more equitable world. 
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Summaries 


Opening Speech 
Jorg Schaaber 
BUKO Pharma-— Kampagne, Bielefeld, Germany 


There are a lot of similarities in the health problems in developing and 
industrialized countries. At the same time there is a lot of resistance 
against the implementation of primary health care (PHC). Power struc — 
ines bas to be analized to overcome difficulties in the implementation 
Oo , 


The Origins and Future of Primary Health Care 
Dr. Susan B. Rifkin 

Institute of Tropical Hygiene, University of Heidelberg, 
Germany 


The development of primary health care, based on the recognition that 
good health requires a basic needs approach, has been resisted or 
manipulated by the medical profession, the medical goods industry, and 
by governments. This opposition has reduced the success of community 
health worker programmes and limited the goals of key health 
programmes such as GOBI. Essential drugs programmes, though 
promising, have had the unexpected effect of increasing dependency on 
donor aid and technical assistance. The most important questions for 
the future are how to preserve equity, the role of the state and the 
community, and how to ensure sustainable improvements in health. 


Health for No One by the Year 2000 
David Werner 
The Hesperian Foundation, Palo Alto, California, USA 


The conservative reintrenchment of the 1980s combined with the 
economic crisis in the developing world has led to the abandonment of 
comprehensive primary health care and a preference for low — cost 
selective health programmes. However, good health is not mainly based 
on medical technology or economic growth, but on political and social 
commitment to equity, education, and good nutrition. These 
commitments are lacking both in the US, their client states such as El 
Salvador and Guatemala and in the developing world. The goal of 
"Health for All" requires a new economic, social and _ political world 
order and more barriers against acts of greed. 
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Achieving Sustainable Improvements in Health 
Dr. Gerald Rosenthal 
John Snow Inc., Arlington, Virginia, USA 


The ability of 50 developing countries to sustain financing for Expanded 
Programmes on Immunization and for Latin American countries to 
finance Maternal and Child Health Programmes is modelled, using 
estimates for the year 2000 traget population, cost of providing the 
services, and World Bank estimates of economic growth rates. The 
results indicate that many countries will not be able to completely 
finance the cost of those programmes. Financing strategies must 
recognize the need for ongoing donor support. The level of financing 
provided by developing countries should be linked to an affordable 
share of national resources. 


The Issue of Essential Drugs and Community Based 
Health Programmes in the Philippines 

Dr. Michael Lim Tan 

Executive Director, Health Action Information Network, 
Philippines 


Community — based health programmes began in the mid 1970s and have 
since been established in 46 of the Philippine’s 73 provinces. Early 
programmes encouraged the use of traditional herbal medicines as an 
alternative to dependence on Western drugs. Little attention was paid to 
the widespread availability of unessential drugs and to the need for an 
essential drugs policy until 1982. Since then, the network of 
community—based health programmes has conducted educational 
campaigns for rational drug use and lobbied for a strong national drug 
policy. The ability of community health programmes to encourage 
rational drug use is threatened by right-wing religious groups and by 
the total war policy of the Filipino government against the New People’s 
Army. 


Implementing Primary Health Care in an Industrialized 
Country 

Pieter van den Hombergh 

General Practitioner, Almere, The Netherlands 


The historical development and functioning of the primary health care 
system in Almere, the Netherlands is discussed. The system is unique in 
Holland and protected from the Dutch free enterprise by special 
legislation. On average, patients in Almere are slightly less satisfied with 
their health care than patients elsewhere in Holland. However, only 4% 
of Almere residents would prefere the standard Dutch system. A drug 
formulary, similar to the essential drugs list, was developed by the 
doctors and pharmacists in Almere. Drug expenditures are 27% lower 
per patient in Almere than in the rest of Holland. 
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Global Action Towards Rational Drug Use 

Pascale Brudon 

World Health Organization, Drug Action Programme, 
Geneva, Switzerland 


The availability of drugs in the primary health care system must be 
assured. However, drugs must both be properly prescribed by health 
care workers and correctly used by patients. They must also be 
affordable. Costs can be reduced between 10% and 60% by better use 
of existing resources, by eliminating waste, and by introducing an 
essential drugs policy. Financing methods for primary health care should 
be aimed to decrease existing inequities in accessibility. The financial 
contribution of people to the health system must reflect their ability to 


Pay. 


Integrating an Essential Drugs Policy into a Community 
Based Health Care Programme 

Dr. Morshed Chowdhury 

Gonoshasthaya Kendra (People’s Health Centre), Dhaka, 
Bangladesh 


The responsibility, supervision, and training of community health workers 
at a health unit in Bangladesh are described, with particular emphasis 
given to essential drugs. Up to 12 essential drugs can be prescribed by 
community health workers in the patient’s home. The efficient use of 
essential drugs in community care requires clear instructions on drug 
use and an accurate drug accounting system. Drug sales in village stores 
should be supervised by community health workers. Data gathered at a 
health care unit in Bangladesh showed that only 16 closely related drug 
groups were needed to treat 79.7% of the health problems among 
outpatients and inpatients. 


The Bamako Initiative: Meeting the Health Needs of 
Women and Children in Sub-Saharan Africa in the 
1990s 

Stephen Jarrett 

Senior Adviser, Bamako Initiative Managment Unit, 
UNICEF, New York, USA 


The approach of the Bamako Initiative is to improve health services by 
encouraging the participation of local communities in the development 
and financing of primary health care programmes. Community financing 
methods are adapted to local conditions and capabilities and seek 
solutions that can ensure equity of access. Twelve African countries 
have initiated or are planning activities as part of the Bamako Initiative. 
Activities within each country are briefly discussed, with particular 
attention given to methods of financing. 
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Ensuring Rational Drug Use in the Context of Primary 
Health Care 

Catherine Hodgkin 

Coordinator, Health Action International, Amsterdam, The 
Netherlands 

Current difficulties with ensuring rational drug use are illustrated 
through a case history of a prescription for eight drugs provided for a 
one — year-old child with diarrhoea. The outcome of the case, in which 
the mother refused to follow the prescription, suggests that further 
progress in implementing rational drug use requires educating 


consumers, influencing the prescribing practices of doctors, and working 
for the withdrawal of inappropriate drugs from the market. 


Primary Health Care and Drugs — Challenges for the 
Future 

Deborah Raditapole 

Adviser, Christian Medical Commission, Lesotho 

Primary health care goals need to be redifined to maintain an emphasis 
on social equity. This should include an integration of the concept of 


rational drug use. These goals must be maintained and new strategies 
developed in the face of economic crisis in many countries. 


Jorg Schaaber 


Opening Speech 


Dear participants, I welcome you to this conference on 
Primary Health Care and Drugs, which has been prepared 
by myself and several colleagues from BUKO Pharma-— 
Kampagne and Health Action International (HAI). BUKO, 
in full, stands for the German Federal Congress of 
Development Action Groups. BUKO is a network of about 
300 solidarity groups, development aid organizations, and 
Third World solidarity stores in Germany. It was founded 
in 1977 to provide a unified voice on questions concerning 
the relationship between industrialized and Third World 
countries. The Pharma—Kampagne section of BUKO has 
been working for ten years against the sometimes rather 
unhealthy practices of the transnational pharmaceutical 
companies in Third World countries. HAI was founded in 
1981 and is an informal network of over 100 consumer, 
health, development action, and other public interest 
groups involved in health and pharmaceutical issues in 60 
countries. 


Our interest in health is not confined to the situation in 
distant countries. Health is indivisible, or at least should 
be. We cannot fight convincingly for better health care in 
the developing world and forget the problems in the 
industrialized countries at the same time. Health probiems 
in the North and South are frequently very different, but 
there are also a lot of similarities. We think that people 
in both the industrialized and Third World countries can 
learn a lot from each other. The target is good health for 
everyone in the world. 


Jérg Schaaber 
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Exactly twelve years and nine days ago the Alma Ata 
Declaration was signed. It contained a revolutionary 
concept for health: primary health care. Prevention instead 
of cure and the participation of the people were two of 
many important components of the Declaration. For the 
first time practically all countries of the world agreed on a 
programme to deal with the root causes of illness. The 
Declaration was not limited to curative or preventive 
measures alone, but asked explicitly for action in other 
economic and social areas of society. 


What has happened in these twelve years since Alma Ata? 
Has the new world economic order, which should have 
overcome the gap between rich and poor countries, been 
implemented? On the contrary, the situation has become 
worse. Today there is a net cash flow from the Third 
World to the industrialized countries. The health situation 
is deteriorating again. Recently in Peru, thousands of 
people protested in the streets against a three — fold rise in 
food prices which were increased as part of a structural 
adjustment programme. 


Poor prospects? Yes and no. There are also encouraging 
developments on the local level as a result of grassroots 
pressure. For example, David Werner once reported a 
story from Mexico in which the villagers met to discuss 
the causes of illness and concluded that a lot of poor 
health and suffering was related to malnourishment. To 
improve their health they occupied land controlled by the 
local estate. You can imagine that this did not occur 
without conflicts. Conflicts with powerful interests can be a 
serious obstacle to the implementation of primary health 
care. 


Many people think that stories such as this one only occur 
in the Third World. Instead, I think that these cases of 
community organizing are more frequent in poor countries 
because many more people in the Third World take the 
initiative to improve their own health situation. No 
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wonder, in Third World countries it is the health of the 
majority which is at stake. 


But we should not forget that there is also a lot of 
avoidable illness in affluent countries. A Swiss study found 
that people living next to a major highway intersection had 
a much higher risk of getting cancer than people living on 
quieter streets in the same town. If the people living near 
the highway were to do something to reduce their health 
risk, such as blocking the road, they would also provoke 
conflict. 


The use of the private car illustrates another dilemma. 
Pollution from cars can cause unacceptably high levels of 
ozone in the air of many big German cities. If one 
individual left his car at home and used public transport, 
it would be good for his own conscience, but he would 
not stop the headache caused by ozone. The decision of 
one individual is of little help in this case. Collective 
action is needed. 


The problem remains when looked at from the other side. 
Drastic reductions in private vehicle traffic would require 
restrictions on each individual car owner. Moreover, these 
restrictions would conflict with the interests of the 
powerful automobile industry. It may be no easier to fight 
against the car industry than to fight against a Mexican 
estate owner. 


There are a lot of obstacles in the fight for better health. 
I am sure that everyone can think of a lot of examples 
from their own surroundings. 


What does all of this have to do with drugs? A lot. We 
can dream of an ideal health care system, but one can 
hardly expect a real improvement in health as long as an 
ever increasing number of people identify health with 
colourful pills and as long as drugs are heavily promoted. 


I don’t want to bore you any longer with the sociological 
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aspects of health. It is much more inspiring to address the 
following questions: What are the starting points for 
change? Who has to do what and where to improve the 
situation? These questions are the focus of this conference. 
We hope that the presentations and discussions will inspire 
you to develop ideas for action for yourself and for others. 
If you can look a bit further on the way forward, the 
conference will have been a success. 


Primary. Health Care and B 
Primare Gesundheitspfiege ung 
‘Bat 


ee 21-239 1850 


emma 
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The Origins and Future of Primary 
Health Care 


I’ve found the topic I’ve been asked to address extremely 
difficult. The origins of primary health care are fairly clear. 
However, their implications for the future have never been 
quite so muddied. Changes in Eastern Europe, poverty in 
Africa, and the mid—East crisis have all had real 
influences on the future of primary health care. My 
remarks reflect the difficulty of trying to make sense out 
of a very fluid situation. 


Origins of Primary Health Care 


I suggest that the origins of what has 
become to be known as primary health 
care can be traced to three developments 
that emerged from the post—World- 
War-II, post-colonial period of the 
1950s and 1960s. 


The first development was a result of 
advances in the biomedical and scientific 
fields. It was during this period that 
scientific discoveries led to the widespread 
use of fairly cheap mass cures and 
preventive methods. These interventions 
included tuberculosis treatments, penicillin 
use, and smallpox vaccinations. These interventions also 
made effective care possible outside of hospitals and 
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without the presence of a doctor. They gave credence to 
the possibility of good preventive work and outpatient 


cures. 


The second development that emerged during this time 
was the increasing accumulation of direct experience with 
the health situation in developing countries by missionaries, 
expatriate health workers, and by the government of China. 
This experience led to the recognition that there was a 
health crisis and that there existed effective methods to 
deal with it. The crisis centred on the scarcity of resources 
and their availability mainly to the wealthy, urban — based 
elites. The corrective actions centred on doing preventive 
work, training medical auxiliaries to extend services, 
establishing outreach health centres rather than large 
teaching hospitals, and using indigenous resources, 
traditional medicine and lay people to supplement existing 
health care. The documentation and promotion of these 
corrective actions to solve the health crisis, by both those 
who had direct experience with the problem and by those 
who studied these experiences, was the second important 
factor in the development of primary health care. 


The third development occurred in the socio-political 
arena. The necessary socio-political changes for the 
development of primary health care began with the 
development by the UN of the "Basic Needs" approach, 
which supported strategies to ensure everyone food, water, 
housing, education, work, and good health. This approach 
was based on the principles of equity and social justice 
and was supported by the UN and by governments of both 
the industrial nations and the Third World. This approach 
widened the interpretation of what was the accepted 
definition of health (the absence of disease) and partly 
took health policy and care out of the hands of medical 
professionals. Health now became part of the path towards 
the socio—economic development of the poor. This path 
was built on empowerment of the poor, on_ political 
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change, and on self-reliance, so that dependency on 
Outsiders that manipulated the underprivileged would cease. 


The concept of primary health care, accepted by more 
than 150 nations of the WHO, rested on four principles: 
equity, prevention, multisectorial cooperation, and 
appropriate technology. These principles were designed to 
improve the health of the poor and take them into the 
development process. The concept brought into question 
the capacity of the existing health structures to act on 
these principles. Health became political. 


This idea of health, based on the basic needs approach, 
was, at the time, revolutionary. It was recognized to be so 
by the WHO leadership. The primary health care 
Conference held in 1978 in Alma Ata was seen, by one 
WHO official, to be "a world wide sounding box for 
moral, political and technical pressure" (Tinker, 1978). 


The WHO leadership were also aware of the problems 
that would occur as a result of attempts to introduce these 
revolutionary changes to health care. They explicitly noted 
the following: 


m The resistance of the medical profession, 


m@ The resistance of those who sell medical consumer 
goods, 


@ The identification of primary health care as merely 
medicine for the poor, and 


= Government resistance to a people’s movement which 
would threaten the existing power structure and the 
consequent attempt by governments to manipulate the 
primary health care strategy to legitimize their 
continuing rule. 
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Prophesies Fulfilled: Primary Health Care 
Programmes 


16 


The translation of the revolutionary primary health care 
concepts into practice turned the fears of the WHO 
leadership into prophesies. To _ illustrate, I will discuss 
three primary health care programmes that were 
undertaken by both governments and non-governmental 
organizations and briefly describe their fate. Of course, 
these three examples generalize the situation and there are 
exceptions. However, these three example do show that 
the concerns of the primary health care founders were, 
unfortunately, correct. 


1. The Community Health Workers’ Programmes 


The community health workers’ (CHW) programmes were 
designed to enable lay people who lived in the community 
to provide full-time health care. In many programmes 
there was the additional objective of empowering 
community people by involving them in decisions about 
health care. Inspired by the Chinese health care model, 
many countries translated this into cheap services for those 
on the economic periphery. Governments and the medical 
profession used the community health worker programmes 
to prove their commitment to primary health care, but, in 
reality, kept the programmes under tight control through 
monetary allocations and political mechanisms. Many 
programmes brought benefits to the urban and rural elites 
rather than to the poor. In other places, lack of proper 
training, supervision and adequate supplies meant that the 
concept of primary health care was equated with 
community health worker programmes and medicine for 
the poor. The community health worker programmes 
frequently became a mere extension of an already weak 
and badly inadequate health service. 
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2. GOBI/UNICEF Programmes 


GOBI (Growth monitoring, Oral rehydration, Breast 
feeding and Immunizations) was a key programme 
promoted by UNICEF in the 1980s. It was seen by its 
promoters to use appropriate techniques and technologies 
and to empower the poor by providing them with 
information about these interventions. Quickly, however, 
GOBI programmes in many countries became another 
vertical programme with limited goals similar to the earlier 
programmes for smallpox and malaria eradication. Instead 
of being an integral part of a local Ministry of Health’s 
comprehensive health programme, many GOBI programmes 
were externally funded and only provided support for 
specific targeted groups. Not only did this leave the 
medical professionals in control of preselected 
interventions, but it also took health out of the context of 
development. Health once again became equated only with 
medical interventions instead of with wider changes in 
socio — political structures. 


3. The Essential Drugs Programme 


This was the programme which the ex—Director General 
of the WHO, Dr. Mahler, said caused him the most 
difficulty, fear and suffering (Personal communication, June 
1989). 


The Essential Drugs Programme (EDP) started by 
promoting a list of approximately 120 pharmaceutical 
products said by a WHO expert committee to be the most 
effective drugs for the majority of illnesses. It was hoped 
that the adoption of essential drugs programmes would 
rationalize drug expenditures for both governments and 
consumers. 


Even though the essential drugs programme has been 
widely publicized, only one country today, Bangladesh, has 
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a comprehensive programme. It is not an easy concept to 
implement. 


However, there are several problems with essential drugs 
programmes that I would like to address. Generally, these 
programmes have been a main factor in undermining the 
concept of self-reliance. International and _ bi-—lateral 
donors have promoted the local production of essential 
drugs in countries which lack the ability to produce these 
drugs. Several programmes, especially in Africa, have 
relieved national governments of the cost of supplying 
drugs but also of the capacity to decide on programme 
priorities. Total dependency on donor aid has left these 
governments with very little opportunity to choose 
priorities and in some cases governments have become 
almost totally dependent on foreign donors for drug 
supplies. 


The problems which have occurred in the _ three 
programmes described above, and in other primary health 
care programmes, have worsened with deteriorating 
economic conditions and with the need to restructure the 
economy of many poorer countries. Today, many of the 
principles of primary kealth care have been translated into 
methods of raising money to support health services or, 
even more realistically, of finding ways to have people not 
use health services at all. Present schemes, enacted in the 
name of primary health care, often place a larger burden 
on the poor by calling for cost—recovery or prepaid 
insurance plans. For example, a recent draft of a World 
Bank paper on African health policy argues for the need 
to support household —level involvement in health care and 
to help people manage common health problems at home. 
I quote "By helping to make people more responsible for 
themselves, such efforts have the potential substantially to 
reduce demand on modern health care services’ (WB, 
1990). 


The Future 


The Origins and Future of Primary Health Care 


In the 1960s and 1970s we had identified the problems 
and knew the answers. In the 1990s, we are now trying to 
find the right questions. I suggest the following as some of 
the core questions that need to be addressed: 


How can equity be preserved in the face of increasing 
demands on shrinking health resources? 


Is community participation to be confined to raising 
money to support health services? 


In light of political changes, particularly in Eastern 
Europe, what is the role of the state in the provision 
of social welfare? How will changes in the role of the 
state affect existing infrastructures? 


And finally, how to address the question which Maurice 
King (1990) raised in The Lancet, which is, to 
paraphrase; how can health improvements be made 
sustainable when new scientific discoveries and the 
promotion of primary health care principles of equity 
has led to the rape of natural resources to support a 
burgeoning and demanding population? 


Certain insights from primary health care strategies will 
have major influences on the answers to these, and other, 
questions. These insights include the following: 


Governments and societies cannot survive, in the long — 
term, unless the problems of the poor are addressed. 


Good health is a consequence of social, political and 
economic factors and not solely of the availability of 
scientific knowledge and medical services. 


Individuals and communities actively make choices 
about their health and therefore their involvement in 
health programmes is essential. 


Health is a political, not a technical question. 
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If these four precepts are ignored, as there is a growing 
tendency in the present international climate to do, there 
will be health for no one in the year 2000 — which is the 
title of the paper by David Werner. 
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David Werner 


Health For No One By The Year 
2000 


As Susan Rifkin so clearly explained, the introduction of 
primary health care into the international agenda in 1978 
was an attempt to shift health and disease away from a 
biomedical sphere to a broader social context. Although 
the leaders of the world’s nations, at least on paper, 
subscribed to the progressive objectives of the Alma Ata 
Declaration, it is not surprising that most were less willing 
to put its egalitarian, potentially liberating strategies into 
practice. For if truly followed, the Alma 
Ata Declaration would require  far— 
reaching political and economic restruc— 
turing. Through people’s participation, it 
would forge ways to end the poverty, 
exploitation, and powerlessness that lie 
behind today’s abysmal world health 
statistics. Thus primary health care, in its 
fullest sense, posed an implicit threat to 
those who benefit most from the status 
quo. It is no surprise, therefore, that 
primary health care in its full, compre — 
hensive sense, has never really been tried 
by most governments. In fact, in many 
: countries the nationalization of a 
centralized, top-down approach to primary health care has 
been used by the powers—that—be to co-opt, make 
redundant, or crush pre-existing genuinely bottom — up, 
community — based health initiatives. 
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Those of us involved with HAI are painfully aware that 
Western medicine in general, and a lot of specific 
medicines in particular, are two-edged swords. When 
those controlling any aspect of the medical industry start 
placing profits before people, the potential benefits for 
recipients decline, and the harm increases. 


It is essential that the pharmaceutical industry be policed; 
by government, by international organizations, and by 
consumer groups, in order to reduce unethical and 
unhealthy practices. But it is important for us to realize 
that the abuses of the pharmaceutical industry are but one 
small part of a much larger pattern of abuse of both 
people and planet. Such systemic abuses are symptoms of 
a pervasive and devastating social malady. In today’s 
world HAI has about as much chance of converting the 
pharmaceutical industry to a people—centred approach, as 
the Sandinistas in Nicaragua had a chance of sustaining a 
people—centred state. The mega—powers that would 
neutralize people—centred struggles are enormous and 
interlinked. It is, therefore, essential that we look at 
primary health care and the role of pharmaceuticals in as 
wide a context as possible. 


A Brief Look at World Health 
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In the last few years, as we all know, the overall health of 
our planet and its people has been deteriorating. The 
steady improvement in health statistics that took place 
during most of the 20th century ground to a halt in the 
1980s. As UNICEF points out in its 1990 State of the 
World’s Children report, "... great change is needed if a 
century of unprecedented progress is not to end in a 
decade of decline and despair for half the nations of the 
world. In many countries poverty, child malnutrition, and 
ill health are advancing again after decades of steady 
retreat." 
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UNICEF has accurately called the last ten years "the 
Decade of Despair." Both in underdeveloped countries 
and in the United States, the gap between rich and poor 
has been widening. For the world’s poorest people, 
average incomes have dropped by 10%-25%. Today a 
billion people, or one of every five, live in a state of 
absolute poverty. In the 37 poorest countries, spending on 
health has been reduced by 50% and on education by 
25%. In nearly half of the 103 Third World nations from 
which recent information is available, the proportion of six 
to eleven year-olds enrolled in primary school is falling 
(UNICEF, 1988). This latter finding is of special concern, 
since recent studies show that female education is a key 
determinant of child health and survival. Of the 14 
million children under age five who die each year, 99% 
are in poor countries (Mahler, 1988). Most die from 
preventable infectious diseases like diarrhoea and measles. 
One million die directly from hunger. 


Where Have We Gone Wrong? 


Our present strategies for health and development are 
failing miserably. Not only does the survival of millions of 
children remain in jeopardy, but also the survival of the 
ecosystem and of the human race. This reversal in 
progress, in spite of the much-—celebrated global campaign 
to arrive at health for all and child survival, makes us ask 
if our international health and development strategies are 
working. And if not, why not? 


One reason for failure seems to be that health planners 
tend to impose technological solutions for problems that 
are fundamentally social and political. And when they do 
look at the human causes of poor health, too often they 
focus on the behaviour and attitudes of the poor, rather 
than of the privileged. 
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UNICEF (as far as it dares go) has done well in analyzing 
the human causes of widespread poverty and poor health, 
including the debt crisis, adjustment mandates, unfair trade 
policies, and inflated military expenditures. But throughout 
most of the 80s, instead of demanding socio — political 
action to correct these human-made causes, UNICEF 
concluded that the adverse economic climate was inevitable 
and unchangeable. Thus the programmes it promoted 
focused on stop-gap technological measures. Rather than 
trying to change the underlying causes of poverty and poor 
health, it advocated a safety net to help those at highest 
risk weather the present dark times. 


UNICEF’s celebrated strategy to protect the children of 
poverty is called the "Child Survival Revolution" — which 
some critics call "the revolution that isn’t". Aimed at 
specific diseases rather than at children’s health, and at 
improving mortality statistics rather than quality of life, it 
is the prime example of selective primary health care. It 
focuses on just four low-cost, high-priority health 
technologies known as GOBI; an acronym for Growth 
monitoring, Oral Rehydration Therapy, Breast Feeding, and 
Immunization. 


Selective primary health care contrasts in important ways 
with the earlier concept of comprehensive primary health 
care. 


A heated debate over comprehensive versus selective 
primary health care has been waged since the pivotal 
Alma Ata Conference in 1978. As originally conceived, 
primary health care was not only a radical departure from 
conventional medical services, it was potentially liberating, 
even revolutionary. It is a comprehensive process whereby 
people work together to improve the total situation of 
communities and to deal with the underlying social causes 
of poor health. It fully recognizes that, "Basic changes are 
needed in the social and economic situation of the poor 
majority," and that "such changes are related to issues of 
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social justice, equal access to available resources, and just 
return for the work people do." 


It is not surprising, therefore, that many governments, 
while paying lip service to the principles of primary health 
care and adopting its progressive jargon, implemented 
programmes that were simply a second-rate rural 
extension of the existing hierarchical, top-down health 
services. 


Nor is it surprising that with the  comservative 
reintrenchment of the 1980s, that high-level experts in 
the North argued that comprehensive primary health care 
was impractical. The growing debt crisis and economic 
adjustment mandates for cutbacks on public spending, 
justified "going for GOBI" as a more realistic "low-cost" 
alternative. Not surprisingly, the World Bank, the 
International Monetary Fund, and the US Agency for 
International Development, none of which had been very 
supportive of comprehensive primary health care, quickly 
jumped on the Child Survival bandwagon, as did most 
governments and large international agencies. 


UNICEF, faced with the increasingly conservative political 
environment of the 1980s, also retreated from the 
politically more volatile approach and in 1983 officially 
endorsed selective primary health care. Revealingly, 
UNICEF’s Executive Director, James Grant, acclaimed 
GOBI as a set of "low cost, low-risk, low resistance, 
people’s health actions which do not depend on the 
economic and political changes which are necessary in the 
longer term if poverty is to be eradicated" (Grant, 1988). 


By “low resistance", no doubt Grant was referring to the 
response of the Third World’s development power base, 
notably the US government, the World Bank, the 
International Monetary Fund, and multinational 
corporations. In short, selective primary health care was 
politically safe, at least for UNICEF if not the world’s 
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poor. For, as James Grant notes, it does little to promote 
the "economic and political changes which are necessary -.. 
if poverty is to be eliminated." 


In truth, UNICEF may have had little choice. The US 
government, which contributes about 25% of the budget of 
both UNICEF and WHO, has repeatedly threatened to 
slash financial support if these UN agencies "get too 
political"; in other words, if they dare to defend the needs 
of the destitute when they conflict with the interests or 
profits of big business. 


The Situation Today 
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Today it is popular to focus on the survival of children, 
and to pretend that it depends primarily on a few simple 
interventions. But the health and survival of children 
depends on many, many factors: on the health of their 
fathers and mothers, on the survival skills of their families, 
on the relative peace or violence in their communities, on 
the economic and political status of their nations, on 
whether the wages people earn or the land they till 
provides enough to eat; on the availability, quality, and 
cost of education, health services, water, shelter, and 
transportation; on the ability of people to organize and 
defend their rights; on local consumption of alcohol, 
tobacco, and narcotics; on who has power over whom, on 
war, on the nine lives of the Cold War, on military 
expenditures relative to public service expenditures, on 
international trade relations, on the preservation or 
destruction of the environment, on how far mother has to 
walk to get firewood or cow manure for cooking, on 
covert mining of harbours and undermining of grassroots 
movements, on whether the US President can get away 
with lying to Congress, and on whether the Banks will be 
permitted to continue protecting their billions by taking 
food from the mouths of millions of children. 
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Although it is easy to blame "natural causes" such as 
bacteria, viruses, earthquakes, drought, and an "inhospitable 
environment" for high rates of illness and-death, man-— 
made causes play an increasingly prominent role. Many of 
these causes relate to human greed: the efforts of some to 
prosper at the expense of others. 


In today’s world there are a number of giant profit — 
making ventures that are taking an extraordinary toll on 
the health and lives of billions of people and that have an 
enormous negative impact on the well—being and survival 
of children. These  health—destroying multinational 
industries include: 


m Alcoholic beverages 

Tobacco 

Illicit narcotics 

Pesticides 

Infant formula 

Unnecessary, dangerous, overpriced pharmaceuticals 


Arms and military equipment 


International money lending 


Each of these represents a huge, powerful, enormously 
profitable multi-billion dollar industry. Their cost in 
terms of human life and health is inestimable. The 
weakened physical resistance and the economic, mental, 
and social problems provoked by these unscrupulous 
businesses adds enormously to the impact of infection and 
malnutrition. And as usual, it is the poor that bear the 
brunt of the damage, especially since the alcohol, tobacco, 
pesticide, infant formula, pharmaceutical, arms, and banking 
industries have all increasingly targeted the Third World as 
their new, most vulnerable market. 
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Attempts have been made by non-government 
organizations, the UN, and the governments of various 
countries to try to limit the damage caused by these 
powerful industries. But in the case of each and every 
one of these killer industries, the US government has 
defended their interests at the expense of the health, 
quality of life, and often survival of millions. 


Clearly, in view of all these huge, officially — condoned 
assaults on life and health, ranging from the International 
Monetary Fund—mandated hunger to poisoning for profit, 
technological answers like the Green Revolution and the 
Child Survival Revolution are not enough. In fact, with 
their apparent simplicity of coping with the biological 
causes of poor health, they lure us away from confronting 
the far more deadly social causes. 


The Causes of Good Health 
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In order to design strategies for improving overall health, 
it is important to first have a clear picture of 1) what 
causes widespread illness and early death, and 2) what 
causes far—reaching improvements in levels of health. 


A wealth of evidence shows that the major determinants 
of health are not medical or technological, but rather 
social and _ political. Historically, far — reaching 
improvements in the health of populations have not 
coincided with medical or technological breakthroughs. 
Rather, they are equated with gradual improvements in the 
basic standard of living: everything from fairer wages and 
improved working conditions to better water supply, public 
education, and social guarantees to meet people’s basic 
needs. 


There is clearly a close relationship between poverty and 
poor health. But a wealthy nation is not necessarily a 
healthy nation, nor is a poor nation necessarily unhealthy. 
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In recent decades, global planners made the unfortunate 
assumption that the solution to widespread poverty and 
poor health was economic development. The strategy 
imposed on poor countries by the foreign aid agencies and 
Northern banks was to foster national growth through large 
scale industry and agribusiness. While they realized this 
would mostly benefit big land holders, industrialists, and 
bureaucrats, they theorized that by stimulating the growth 
of a poor nation’s total gross national product (GNP), 
benefits would "trickle down" to the poor. But in many 
countries, this did not happen. As the economy and 
production grew, the gap between rich and poor got wider. 
More trickled up than trickled down, and in the process 
the problems of poverty, undernutrition, underemployment, 
homelessness, and the diseases of poverty got worse. 


If neither medical technology nor economic growth 
guarantee better health, what does determine the health of 
a population? 


In 1985 the Rockefeller Foundation sponsored a_ study 
called "Good Health at Low Cost". Its purpose was to 
explore "the reasons why certain poor countries have 
achieved acceptable health statistics in spite of very low 
national incomes," and specifically, "To verify whether 
China, Kerala State of India, Sri Lanka, and Costa Rica 
did indeed attain life expectancies of 65-70 years with 
gross national products per capita of $300 — $1,300." The 
investigators concluded that "the four states did achieve 
good health at low cost." Furthermore, they concurred 
that "[four] intersectoral factors appear to have played a 
major role in the marked decline in infant and_ child 
mortality", commensurate with life expectancy approaching 
that of wealthy nations. The four determinants of this 
Southern paradigm for "good health at low cost" proved to 
be: 


w Political and social commitment to equity, 
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m Equitable distribution and access to public health and 
health care, beginning at the primary level and 
reinforced by secondary and tertiary systems, 


= Uniform access to the educational system with a focus 
on the primary level, and 


w Availability of adequate nutrition at all levels of society 
in. a manner that does not inhibit indigenous 


agricultural activity. 


Certainly, this study provides one of the strongest 
arguments for an approach to meeting health needs that 
courageously addresses social and political issues. 


It is clear that our present top-down Northern paradigm 
for health and development brings neither. It further 
entrenches inequity and perpetuates the unjust systems that 
decimate the health, deteriorate the living conditions, and 
violate the basic rights of a large and increasing proportion 
of the world’s people. It is a model not for development 
and health, but for underdevelopment and disease. 


Health in the Developed World: 
The United States 
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Lest we think that this sad state of affairs is limited to 
poor countries, we would do well to remember that in 
both the USA and England, the so-called "pinnacles of 
democracy" and the prototypes a of successful "free market 
economy", the number of homeless people has doubled in 
the last ten years. In both countries the rich are gaining 
greater privileges while the growing number of poor have 
fewer benefits. 


The United States, as the world’s wealthiest nation, would 
appear to be making some big mistakes in terms of 
meeting people’s needs. In spite of the “outbreak of 
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peace", it continues to spend 27% of the national budget 
directly on "defence" and 60% goes directly and indirectly 
to "military related expenditures"(War Resisters League, 
1990). The War Resisters League presents the following 
lethal statistics: 


The US ranks first in military expenditures, military 
bases, military aid, naval fleets, combat aircraft, and 
nuclear warheads, bombs, and testing -— but fifth in 
literacy rates, sixth in GNP per capita, eighth in life 
expectancy, eighth in public health expenditures per 
capita, sixteenth in the percent of women in university 
enrolment, eighteenth in infant mortality rate, 
eighteenth in economic aid as a percent of GNP, and 
eighteenth in population per physician. 


Add to this the results of a study conducted by a 37- 
member commission, including the former Surgeon 
General, C. Everett Koop, and pollster George Gallup. 
The results, reported in the New York Times of June 9, 
1990 under the heading "Gloomy Report on Teen -— Agers’ 
Health", are as follows: 


m "Never before has one generation of American teen — 
agers been less healthy, less cared for, or less prepared 
for life than their parents were at the same age." 


m "Hundreds of thousands of adolescents [suffer from] 
excessive drug use, unplanned pregnancies, sexually 
transmitted diseases and social and emotional problems 
that can lead to academic failure or suicide." 


w "..each year one million teen-age girls, almost 1 in 10, 
become pregnant , and 2.5 million adolescents contract 
a sexually transmitted disease." 


m "The suicide rate for teens has doubled since 1968, and 
10 percent of adolescent boys and 20 percent of girls 
have attempted suicide." 


w "Violence is a part of many young people’s daily lives... 
Every day 135,000 students bring guns to school, and 
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homicide is the leading cause of death among 1S-— to 
19-— year old blacks." 


= "More than half of all high school seniors become 
drunk [at least] once a month, and alcohol — related 
accidents are the leading cause of death among teen— 
agers." 


m Thirty percent of tenth graders have experimented with 
drugs (as compared to 5 percent in the 1950s). Half a 
million 12 to 17 year-olds have tried cocaine. 


The study concludes that, "Many of America’s young 
people, both rich and poor, from all racial and ethnic 
backgrounds, have serious social, emotional and health 
problems, problems that have potentially disastrous 
consequences not only for the individual teen, but for 
society as a whole." 


The unhealthy and inequitable health situation in the US 
is made even worse by the fact that the United States is 
the only industrialized nation where health is still a 
privilege, not a right. The medical and health care business 
has become one of the country’s biggest and most 
lucrative private industries, with a powerful lobby that 
relentlessly opposes a national health plan that would 
guarantee basic services to all. Meanwhile, 37 million 
citizens lack any form of health insurance, one in five 
children live in conditions of poverty, and Blacks, Latinos, 
and inner-city dwellers have child mortality rates double 
that of the national average. Washington D.C. has poorer 
child and maternal mortality rates than Jamaica. 


In spite of such inequity, per capita spending on health is 
greater in the US than in any other country. But millions 
of poor people fall between the cracks. Health is 
determined far more by social and political factors, by who 
has power over whom, than by health services per se. 
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Democracy and Health 


As the Rockefeller study suggests, improvement in levels 
of health turn on what some people call the “fairness 
factor", that is, on the relative equality among all people 
in terms of distribution of resources, public services, 
decision making, and socio-political power. In other 
words, the struggle for health is in essence a struggle for 
equal rights, equal opportunity, and equal representation: 
that is to say, for democracy. 


Well then! If democracy is the precondition for world 
health, then shouldn’t we all be celebrating? Do not our 
newspapers and televisions inform us that we are on the 
threshold of a more democratic and healthy world? In 
country after country, we are told, tyrants have been 
overthrown and "totalitarian" states have been routed by a 
free society of peoples who now elect their own leaders. 
Some pontiffs of world affairs even proclaim that "history 
has come to an end": that the "free market system" has 
triumphed over state-controlled economies! Democracy 
over repressive one-party government! In _ short, 
Capitalism over Communism! 


Certainly, President Bush is celebrating the "triumph of 
freedom and democracy." Recently he told a crowd at the 
Santa Ana Bowl — where he was introduced by freedom 
fighter Chuck Norris — that a new breeze "has swept 
around the world, bringing new hope... Vaclav Havel, 
free at last; Nelson Mandela, free at last; Nicaragua and 
Panama, free at last" (Dowd, 1990). 


The US government in recent years has stepped up its 
rhetoric about all the "democratic'. governments it has 
created, or tried to create, in Latin America, in the 
Caribbean, in southern Africa, in the Philippines, and in 
the Middle East. 
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But wait a minute! Clearly, something is wrong with these 
"democracies" that have been so generously assisted and 
militarized by the US government and its allies: 


= Why is it that our favoured Third World "democracies" 
have such wide and growing disparities in wealth, in 
health, and in human rights between their different 
social classes? 


m Why is corruption so rampant within these fledgling 
"democracies"? 


w How is it that their fairly elected leaders manage to 
steal millions (or, if they can, billions) from their 
national treasuries and fat development loans, and to 
stash their booty in the private accounts of 
collaborating foreign banks? 


m And if these nations are truly "democratic," why do 
they need to use death squads and US~—trained security 
police to target community health workers and to keep 
their people from organizing and defending their basic 
rights? 


Surely, something about our "democratization" of these 
puppet governments rings hollow. Something is rotten in 
El Salvador, in Guatemala, in Honduras, in Chile, in 
Grenada, in Haiti, in Israel, in Indonesia, in Kenya, in 
Zaire, in the Philippines (yes, even under Aquino). 
Something is rotten in these and other countries where the 
US government has intervened, often through dirty wars, 
assassinations, terrorism, covert operations, and violation of 
international law, to set up its so-called "democracies." 


Strictly speaking, of course, democracy means something 
rather different. It means "rule by the people" or "people 
power." It means equitable self — determination. 


Ironically, the Third World nations where people have 
tried hardest to overthrow oppressive rule and to equitably 
meet everyone’s basic needs are precisely those nations 
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that the US has tried to destabilize and replace with its 
puppet "democracies" (which are often brutally 
undemocratic). 


How does people’s health in countries that have won their 
liberation compare to that in such puppet democracies? 
Recalling the fairness factor, it is no surprise that the 
status of health in Cuba is incomparably better than in El 
Salvador. 


I am not saying that Cuba is completely egalitarian or 
democratic. It is not. But with or without the facade of 
elections, Cuba is functionally far more democratic than 
EL Salvador. Chronic hunger in Cuba is almost non-— 
existent. Health care, education, housing, and other basic 


needs are universally met. Persistent human _ rights 
violations in Cuba let us know that political freedom is 
incomplete. But the abuses in Cuba are minimal 


compared to the death squads in El Salvador. 


The new Nicaraguan government is the most recent in the 
long list of US puppet democracies. After liberation, the 
Sandinistas, through genuine people power, made 
spectacular gains in health and education. The February 
election was a triumph, not for democracy, but for low— 
intensity conflict. It is still too early to know how 
Nicaragua’s change of government will affect health. But, 
according to US guidelines, hospitals will be privatized and 
community health centres closed to make way for 
mandated "economic adjustments". As ever, the poor will 
suffer. If Nicaragua remains a subservient pseudo — 
democracy, it may descend to the same abysmal levels of 
health and development that exist today in Guatemala, El 
Salvador, Grenada, and other countries whose governments 
dance to Washington’s tune. 


Clearly, this sort of "democratization" is a scam. It is 


important that we not confuse a "free — market economy’ 
with real freedom and democracy. For, as we have seen, 
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improvement in levels of health depends on real 
democratization: that is, on the empowerment of groups of 
people, at the family, community, and national level, so 
that everyone has a chance to participate as equals in the 
decisions that affect their well — being. 


Conclusion 


36 


As we have seen, the health of the world and its people 
is deteriorating. The current growth-oriented model of 
development has not caused health to "trickle down" to the 
disadvantaged. Instead, the gap between rich and poor is 
growing, and cruel exploitation of both people and the 
environment has escalated. Many will argue that an 
unbridled free market system is not compatible with — 
and tends to suppress — genuinely democratic, egalitarian 
social structures. Any system that allows the strong to 
benefit at the expense of the weak is not conducive to 
health for all. 


Clearly, for a world in which both children and humanity 
as a whole have a better chance of surviving and 
becoming healthy, stop-gap measures and reforms are not 
enough. We need to work together toward a new 
economic, social and political world order with fewer 
barriers to understanding, and a few more barriers to acts 
of greed. 
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Gerald Rosenthal 


Achieving Sustainable Improvements 
in Health 


There is little doubt that the efforts to support and extend 
primary health care since the Alma Ata Declaration have 
produced significant improvements in health in many 
countries. These results reflect a concerted effort on the 
part of countries and donors to implement the challenge 
of Alma Ata. However, increasing attention is being 
focused on the sustainability of these country and donor 
efforts, where "sustainability" has been defined as the 
likelihood that a country will continue to 
achieve and maintain programme targets 
without further donor support. 


The interest in sustainability reflects a 
number of different influences. In some 
cases, it may reflect "donor fatigue", a 
circumstance where donors feel that new 
emphases and strategies are needed to 
maintain a continued commitment of 
resources from their sources of funding. 
However, in many cases, I believe, it also 
reflects a general concern about the 
impact of donor support on the recipient 
countries. Instead of strengthening the 
country’s willingness and ability to generate the resources 
required for continuing efforts and the achievement of 
programme targets, there is a fear that access to donor 
funds may postpone such a commitment. In this sense, 
the issue of sustainability speaks directly to an important 
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issue of contemporary health development policy: the 
"appropriate" roles and relationships between countries and 
donors. 


Sustainability involves more than just the capacity of the 
country to generate the economic resources mecessary to 
support the desired level of programme activities and 
health coverage. Having the financial capacity to fund 
health programmes is not a sufficient condition for their 
achievement. Countries also need to have the 
commitment and political will to support and continue 
these efforts. Yet, without the capacity to provide 
financial resources, no amount of commitment will suffice. 


For each country, the ability to bear the economic burden 
of primary health care depends on two factors; 1) what it 
costs to achieve the target goals, and 2) the country’s 
capacity to generate the economic resources necessary to 
meet those costs. Both of these factors need to be 
considered before making an estimate of the potential to 
meet and sustain primary health care initiatives. 


I have recently completed two policy analyses which 
explore the potential for developing financially sustainable 
health care programmes. The first deals with the 
Expanded Programme on Immunization (EPI) in 50 
developing countries around the world and the second, just 
completed, addresses Maternal and Child Health (MCH) 
programmes in Latin America and the Caribbean. I 
present here some of the results of these two studies and 
draw on these results to suggest some different ways of 
viewing and implementing sustainability in the achievement 
of health goals. These two analyses also provide some 
insights about how more effective relationships between 
donors and recipient countries might be structured and 
point out some necessary conditions for the development 
of truly sustainable commitments to Health for All. 


Achieving Sustainable Improvements in Health 


Estimates of the Sustainability of EPI 
Programmes 


The potential for developing sustainable EPI was explored 
by projecting the ability of a sample of 50 developing 
countries to financially support EPI in the year 2000 
(Rosenthal, 1990). For each country, projections were 
made of the year 2000 target population of all newborns 
and of the year 2000 real Gross Domestic Product (GDP) 
based on the World Bank projections of real per capita 
growth and total population. Three economic growth rates 
were used to predict GDP in the year 2000: the World 
Bank baseline rates which reflect recent experience, the 
World Bank high rates based on optimistic expectations, 
and, for the purposes of discussion, the high World Bank 
rate plus 2%. These three growth rates serve as the basis 
for determining the economic capacity of each country. 
For simplicity, only the lowest and the highest rates (the 
World Bank high rate plus 2%) are presented here. 


Percentage of GDP Needed to Provide 80% EPI 
Coverage 


The overall costs of the EPI were estimated at $15.00 per 
child in the year 2000. The percentage of the projected 
GDP of each country for the year 2000 which would be 
required to support an 80% level of EPI coverage was 
calculated in order to assess the economic burden of these 
costs. 


Chart 1 (see next page) gives the results for baseline 
economic growth rates and Chart 2 (see page 42) gives 
the results for the high growth rate plus 2%. Using the 
baseline rates, 22 of the 50 countries would be able to 
achieve 80% coverage using no more than 0.1% of GDP, 
but 14 countries would need at least 0.2% of GDP and 
three countries would need at least twice that level. As 
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Chart 1 Total EPI Cost as % of GDP (80% Coverage) 
Base Growth Scenario — Year 2000* 
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shown in Chart 2, the number rises to 28 countries for the 
high growth rate plus 2%, but even at this growth rate 
seven countries would need more than 0.2% of their GDP 
to provide 80% coverage of EPI costs. Clearly, there is a 


wide range among countries in the economic burden to 
achieve the same level of coverage. 


Coverage Rate for EPI with 0.1% GDP 


As a next step, I explored the degree to which EPI targets 
could be achieved if each country accepted the same 
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Chart 2 Total EPI Cost as % of GDP (80% Coverage) 
High Growth +2% Scenario — Year 2000°* 
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economic burden to finance EPI. Charts 3 and 4 (see 
pages 42 and 43) present the percentage of the target 
population that could be immunized with 0.1% of GDP 
under each of the assumptions about economic growth. 
Under the baseline growth assumptions, the commitment of 
0.1% of GDP would leave over 32 million children not 
fully immunized, while almost 15 million children would 
remain not fully protected using the high growth rate plus 
2%. 


The implications of a 0.1% GDP level of commitment can 


be assessed by a comparison with current total 
expenditures on health. Data on health expenditures as a 
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Chart 3. Immunization Coverage Achievable 
with EPI Expenditures of 0.1% of GDP 
Base Growth Scenario — Year 2000* 
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percentage of GDP were available for 31 of the 50 
countries in the sample. Of these 31 countries, 16 spent 
1% or less on all health expenditures. A funding level of 
0.1% of GDP for EPI alone would equal at least 10% of 
all current health expenditures. Only four of the 31 
countries spent more than 2% of their GDP on health. 


By almost any measure, 0.1% of GDP would represent a 
significant level of domestic commitment to EPI for most 
countries. | However, even under the optimistic growth 
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Chart 4 Immunization Coverage Achievable 
with EPI Expenditures of 0.1% of GDP 
High Growth + 2% Scenario — Year 2000' 
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assumptions used in Chart 4, this level of resource 
commitment would not be sufficient to achieve 50% 
coverage in 12 of the countries studied and 22 countries 
would not achieve 80% coverage. Using the baseline 
growth estimates shown in Chart 3 (see page 42), 12 of 
the countries could not afford to immunize more than 
one-third of the target population in the year 2000. 
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Effect of Changing EPI Costs 


As a next step, I considered how changes in costs might 
effect the capacity to meet EPI goals. This part of the 
analysis estimates the highest cost per FIC (Fully 
Immunized Child) for which 0.1% of GDP would be 
sufficient to provide 80% coverage of the target 
population. The analysis demonstrates the value of donor 


Chart 5 Feasible Average Expenditure per FIC — 80% Coverage 
Base Growth Scenario — Year 2000°* 
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Strategies to reduce costs and also provides a measure of 
the sensitivity of the general results to the $15.00 per FIC 
cost used in the earlier analyses. 


As shown in Chart 5 (see page 44), 22 countries would 
not meet the goal of 80% coverage at the baseline growth 
rate if the cost per FIC exceeded $10.00. Under the 


Chart 6 Feasible Average Expenditure per FIC — 80% Coverage 
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more optimistic economic growth projections shown in 
Chart 6 (see page 45), 13 countries would not be able to 
provide 80% coverage at a cost of $10.00 or more per 
FIC. Six countries would still fall short at $7.00 per FIC. 


Time to Provide 80% EPI Coverage 


As a last analysis, I examined how long it would take each 
country to achieve 80% EPI coverage without external 
financial assistance if they committed 0.1% of their GDP 
to EPI, if each FIC costs $15.00, and if the target 
population increased at the same rate as the total 


Chart 7 Number of Years from 1990 to attain 80% coverage 
Base Growth Scenario 
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population. The latter underestimates slightly the growth 
in the target population and thus the number of years 
required to immunize 80% of newborns. This analysis 
provides a sense of how far countries can get solely on 
their own commitment and political will, given their 
economic realities. It also provides a sense of the 
potential impact of population policies on the sustainability 
of EPI. 


The results are given in Chart 7 (see page 46) for the 
baseline growth rate and in Chart 8 for the high growth 
rate plus 2%. For the Latin American and many of the 
Asian countries in the sample, the goal of 80% coverage 


Chart 8 Number of Years from 1990 to attain 80% coverage 
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by the year 2000 is achievable, even using the baseline 
economic growth rate. However, the goal is over 20 years 
away for many of the African countries, even using the 
high growth rate plus 2%. For some, the tume frame 
covers more than two generations. Using the more 
realistic baseline economic growth rate, only 27 of the 50 
countries could ever reach the goal of 80% coverage. The 
goal would be unattainable for the other 23 countries. 


Discussion of EPI Estimates 


These analyses clearly indicate that the goal of universal 
childhood immunization would place greatly different 
economic burdens on the developing countries of the 
world. Therefore, the ability of a country to carry out 
programmes without external funding will vary widely, with 
those countries most in need likely to be the least able to 
sustain donor-—initiated programmes. Even when 
sustainability in this sense is possible, achieving this goal 
with only national resources will often require a level of 
priority for EPI which would inevitably entail ignoring 
many other important health needs. 


This latter issue is important. The strong donor support 
for EPI reflects a general preference for vertical 
programmes which quickly produce visible results and for 
which accountability is more readily established. However, 
such programmes may also divert resources from a more 
balanced development of an effective health system. The 
original emphasis on primary health care envisioned a 
more integrated and less vertical and atomistic set of 
services. The interest in primary health care was based on 
the view that it was a cost-effective way of providing a 
wide range of basic health services which would 
significantly improve general health levels. To be effective, 
primary health care needs to be based on a high degree 
of access to services, requiring a level of coverage that is 
rarely achieved in the developing world. As a result, 
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though cost-effective, primary health care is _ not 
inexpensive. 


As the expense of primary health care became more 
evident, I believe that donors and other policy —- makers 
began to concentrate on narrower and, presumably, less 
costly goals such as child survival, selective primary health 
care, GOBI (growth monitoring, oral rehydration, breast 
feeding, and Immunizations), and other, even more 
targeted vertical programmes such as EPI and_ oral 
rehydration therapy. 


The successes achieved in the vertical programmes, and 
their disproportionate share of total health resources in 
many countries, highlights the discrepancies in health 
services. This demonstrates that primary health care for 
all remains a distant goal in the 1990s. However, there is 
a movement back toward a more comprehensive and 
balanced view of health services. One broader initiative is 
Safe Motherhood, which includes traditional, outreach, and 
referral services, but seeks to find the best mix and 
priorities to meet local needs and capacities. Nevertheless, 
many current donor funding strategies and priorities are 
still directed at vertical programmes. These will need to 
be modified and new donor-country _ relationships 
established. 


Maternal and Child Health Goals in Latin 


America 


The second set of analyses also explores the financial 
capacity of countries to support health services. However, 
the emphasis is on a broader range of services and a 
narrower range of countries. The specific objective was 
twofold; 1) to assess the financial requirements for meeting 
the Maternal and Child Health (MCH) goals for 24 
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countries in the Latin American and Caribbean region and 
2) to recommend strategies for meeting these financial 
requirements. These analyses assume that a regional 
financing strategy would have to draw on a combination of 
national and external resources. More to the point, the 
notion of "sustainability" is applied to the region as a 
whole and not just to each individual country. 


Unlike EPI, the Maternal and Child MHealth goals 
incorporate a number of different activities currently 
implemented through vertical programmes, including child 
focused interventions for diarrhoeal disease, vaccine 
preventable disease, acute respiratory infections, and 
malnutrition; immunization against tetanus for women in 
childbearing years; and pre-natal and delivery services for 
pregnant women, as well as associated training and 
equipment to support these activities. The objective is to 
determine where, and to what degree, external resources 
would be required to meet the year 2000 goals. 


The financial requirements for meeting the MCH goals are 
based on three basic parameters; the activities to be 
undertaken, the volume of activities required to achieve 
the goals, and the unit costs of each activity. The 
standard unit costs and the target population projections 
used in the analyses were compiled by PAHO (Pan 
American Health Organization). The cost of a specific 
programme is based on the average of several cost 
projections, each of which assume that the programme is 
introduced independently of all other programmes. This 
assumption inevitably overstates the costs of each 
programme because it does not allow for the savings that 
can occur from a properly planned integration of services. 
For example, suppose a community had a really effective 
pre-natal care system that was also able to deal with 
acute lower respiratory infections. In such a system, it 
would not cost fifteen dollars to immunize a child. The 
children would be coming to the system for other reasons 
and the cost of immunization would be the incremental 
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cost, not the average cost generated from the experience 
of vertical, resource separate programmes. 


As another example, the model used by Tony Measham 
and Barbara Herz at the World Bank to estimate the cost 
of the Safe Motherhood Initiative is of an _ effective, 
community based, primary health care system. In their 
model, the costs of the Safe Motherhood Initiative are all 
attributed to maternal care and the costs of other 
components of maternal and child health remain 
unchanged. Yet if we had such a system in place, many 
of the costs of the other components of maternal and 
child health would be considerably less expensive. 


As a result of the assumption of independent programmes 
with no cost sharing, the specific numbers estimated in the 
analyses presented here should not be taken too seriously. 
However, as in the EPI study above, the relationships 
which are generated from the analyses still hold over a 
wide range of alternative cost conditions. 


Regional Costs of MCH Services 


The total regional costs for MCH services in the year 
2000 were estimated from projections of the size of the 
appropriate target population and the cost of each 
programme. For the 24 countries as a whole, the cost of 
the MCH activities in the year 2000 is projected to be 
approximately $3.5 billion, of which the largest share, over 
40%, is devoted to nutritional supplementation strategies. 
The financing implications depend on how much of the 
$3.5 billion can be provided by the 24 countries without 
external assistance. To determine that amount, total Gross 
National Product (GNP) for the year 2000 was projected 
for each country. Three different growth rates for per 
capita GNP were used; no growth = 0.0%, medium = 
1.05%, and high = 2.10%. Per capita GNP projections 
were combined with the population projections to generate 
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estimates of total GNP for each of the three growth 
assumptions. Only the results based on the no growth and 
high per capita growth rates are presented here. 


Charts 9 and 10 give the MCH costs as a percentage of 
GNP for the no growth and high growth estimates, 
respectively. For some countries, even when no per capita 
growth is assumed, projected MCH costs are less than 
0.2% of GNP. At the other extreme, the cost of MCH 
for Haiti approaches 1.8% of its GNP, which is over 12.5 
times that of the country with the lowest percentage cost. 
For six countries, the percentage of GNP required is over 


Chart 9 MCH Costs as Percent of GNP 
Year 2000 
Low GNP Growth 
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Chart 10 MCH Costs as Percent of GNP 
Year 2000 
High GNP Growth 
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five times that of the lowest country. For some of the 
poorest countries in the region, the share of GNP required 
to meet MCH costs in the year 2000 is greater than the 
average share devoted to all central government health 
expenditures over the past three years. The evident wide 
disparity in the economic burden of the MCH initiative 
among the countries in the region demonstrates the need 
for an effective financing strategy if regional goals are to 
be met by the end of the decade. 
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Table 1 Distribution of MCH Costs in Year 2000 (US$ 1,000)* 


Country Share External Resources 
at 0.3% of GNP Required 


high medium low high medium low 
growth growth growth j|growth growth growth 


Bolivia 69,890 20,590 18,188 16,045 | 49,301 | 51,703 | 53,845 
Haiti 55,389 12,206 10,782 9,512 | 43,183 | 44,607 | 45,877 
Peru 195,797 139,057 122,834 108,364 | 56,740 | 72,963 | 87,433 
Honduras 47,107 21,851 19,302 17,028 | 25,255 | 27,804 | 30,078 
Guatemala 85,761 40,844 36,079 31,828 | 44,917 | 49,682 | 53,932 
Ecuador 96,018 58,958 52,079 45,944 | 37,060 | 43,939 | 50,074 
Brazil 1,195,708 |1,195,708 |1,195,708 |1,195,708 0 0 0 
El Salvador 47,241 24,408 21,560 19,020 | 22,834 | 25,681 | 28,221 
Dominican R. 61,401 25,476 22,504 19,853 | 35,926 | 38,898 | 41,549 
Mexico 721,911 | 721,911 | 668,680 | 589,905 0 | 53,231 |132,005 
Colombia 264,46 181,260 160,114 141,251 | 83,208 |104,354 [123,216 
Paraguay 36,618 24,906 22,000 19,408 | 11,712 | 14,617 | 17,209 
Venezuela 166,571 166,571 166,571 166,571 

Argentina 214,176 214,176 | 214,176 214,176 

Panama 18,511 18,511 18,511 18,511 

Uruguay 20,179 20,179 20,179 20,179 

Chile 95,250 95,250 85,037 75,019 

Trinidad & T. 7,482 7,482 7,482 7,482 

Jamaica 19,411 13,182 11,644 10,273 

Costa Rica 24,937 23,627 20,871 18,412 

Nicaragua 39,497 

Guyana 7,095 

Cuba 38,794 

Belize 1,962 


Total Region 


1 A blank indicates GNP data not available. 
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Proportion of MCH Costs funded by 0.3% of 
GNP 


The second group of analyses determines how much of the 
projected MCH costs could be borne by each country, if 
each accepted the same economic burden as a percentage 
of GNP. What is desired is an affordable target share of 
GNP to fund MCH, where "affordable" means the level of 
national funding which could be provided if MCH had a 
high, but not unrealistic, priority in national expenditures. 


For this analysis, a target share of 0.3% of GNP is used. 
This amount is approximately 20% of the average 
government health expenditures, as a percentage of GNP, 
for countries in the region over the past three years. This 
is a high, but achievable level of commitment of national 
resources to MCH activities. 


Table 1 presents the projected MCH costs for each 
country, the amount which could be covered by each 
country at a funding level of 0.3% of GNP and, where 
national resources are not sufficient, the amount of 
external resources which would be required to support the 
MCH initiative. For the region as a whole, even using 
the assumption of no economic growth per capita, external 
resources would be required to fund only 22% of the 
regional costs of the MCH initiative. 


Using the high growth assumption, only 14% of the costs 
of the MCH initiative would have to come from external 
sources. For individual countries, however, the need for 
external funding differs considerably. 


This point is made clearer in Charts 11 and 12 (see pages 
56 and 57), which present the proportion of total MCH 
costs for each country which would have to be met from 
external resources. For some countries, even assuming the 
no economic growth rate, 0.3% or less of GNP would 
provide sufficient funding to achieve all of the MCH goals. 
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Chart 11 Externai Resources Required 
as Percent of MCH Costs 
Low GNP Growth 
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For others, over 50% of the financial resources would 
have to come from external sources if the regional goals 
are to be met within the country. 


The critical factor for some countries is the ability to 
focus internal resources on activities which generate the 
greatest improvement in MCH outcomes. The effective 
allocation of resources would allow these countries to meet 
MCH goals for the year 2000. With higher national 
priorities for MCH, much progress could be made without 
significant ongoing requirements for external resources. 
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Chart 12 External Resources Required 
as Percent of MCH Costs 
High GNP Growth 
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For other countries, low levels of national income (and 
high debt service requirements) place real limits on their 
ability to commit resources. These limits mean that these 
countries will not be able provide the necessary levels of 
sustainable funding to meet regional commitments for the 
year 2000. These economic realities make it clear that the 
achievement of the regional MCH goals will require, in 
addition to a high national priority for MCH expenditures, 
significant external resources on an ongoing and systematic 
basis. 
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Conclusion 
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The conclusions that can be drawn from both the MCH 
and EPI analyses remain unchanged over a wide range of 
assumptions. The basic conclusion is that increases in 
economic growth, reductions in the cost of programme 
elements, and reductions in the size of the target 
population all improve the economic capacity of countries 
to support improved health services. Yet, for many 
countries, a combination of these factors sufficient to 
permit the achievement of coverage targets is not likely to 
occur within the foreseeable future. 


To put it more directly, countries are in very different 
situations in terms of their ability to support regional and 
world goals with national resources. What is needed is a 
view, or perhaps a vision, of the relationships among 
donors and countries which incorporates this reality. A 
different concept of sustainability is needed; one which 
recognizes that sustginability is a dynamic aspect of the 
development process and not a Static attribute of specific 
programmes or projects. Furthermore, sustainability should 
be approached in a manner which strengthens each 
countries’ political will, commitment, and ability to 
generate the necessary financial resources to achieve and 
maintain health targets, while at the same time recognizing 
the economic realities in each country. Rather than 
steering donors away from countries where external support 
is critical (but where no short-term expectation of 
independence from donors can be supported), the emphasis 
on sustainability should provide a basis for establishing 
specific country—donor partnerships to enhance progress 
toward sustainability. 


Some general principles can be suggested. To succeed, 
the financing strategy for health care must receive high 
priority, as demonstrated by a high commitment of national 
resources relative to national economic capacity. It has to 


Achieving Sustainable Improvements in Health 


be important to the country. At the same time, the 
Strategy must recognize the difference between national 
resources and the resources necessary within each country 
to meet the regional or world goals. We need to 
establish a basis for donors to make a flexible, ongoing 
commitment based on overall financial needs and an 
established level of country participation which represents 
an "affordable" share of aggregate national resources. It is 
important to demonstrate that external resources are not 
substitutes for national resources, but rather a means for 
pursuing regional goals which are beyond the economic 
capacity of a given country. 


There is much for donors to do for both types of settings. 
Many countries with the potential to generate resources 
will need help to translate economic capacity into 
economic commitment. In countries where these goals are 
not achievable without additional support, donors should 
seek ways to provide assurance of sufficient external 
resources to provide, in combination with national 
resources, an ongoing basis for commitment to regional 
goals within each country. While the first task of the 
regional financial strategy is to assure sufficient resources 
for the achievement of the regional goals, the ultimate 
goal is to create financial institutions and structures which 
will reduce the dependency on external resources at any 
given level of national economic capacity. Only in this 
manner can the long-term sustainability of the MCH 
goals be assured for the region. 


The above principles make it clear that the regional 
financing strategy for MCH needs to be based on 
collaborative relationships, or partnerships, between 
individual countries and external funding sources. Yet, 
some important differences between the countries’ needs 
and the donors’ operational objectives and expectations 
exist which make the type of collaboration proposed here 
difficult to develop. The problem is not simply one of 
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differing goals, but also of differences in the types of 
projects which are of interest to external funding sources. 
Most important is the traditional donor preference for 
funding projects such as immunization campaigns which can 
quickly demonstrate results, or for funding investment and 
Start—up costs. From the country’s perspective, the 
critical limiting factor in achieving and sustaining goals has 
been the capacity to meet the ongoing costs of systems 
which are too large for its economic capacity. 


The other area which will require changes in the 
expectations of both donors and countries is the need to 
move away from vertical programmes which only deal with 
a specific intervention in the set of MCH services. Over 
the past few decades, the ability of vertical programmes to 
concentrate scarce resources and focus priorities has played 
a major role in improving the health status of women and 
children in Latin America. For donors, the focus on 
vertical programmes provided a clearer basis for assessing 
progress and linking donor expenditures to programme 
results. 


However, the MCH goals for the decade of the 1990s are 
integrated goals which build on these past successes. 
Their achievement will require integrated strategies 
supported with integrated resources. Further progress in 
improving health in each country will depend on the 
ability to use resources effectively and to take maximum 
advantage of all contacts with the health care system to 
deliver services to target populations. Reducing the visible 
disparities in resources among activities and strengthening 
the ability to direct resources to their most productive uses 
over the entire spectrum of services is critical. Future 
financing strategies will have to emphasize the integration 
of external resources as opposed simply to _ their 
coordination. Integrated national strategies are required to 
achieve the international health goals. These strategies 
need to be supported by a combination of national and, 
where needed, external funds that are effectively managed 
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and efficiently used. Developing this type of financial 
support will require donor participation in a wider range 
of financing strategies than has often been the case in the 
past. 


As a Start, donors will have to make a commitment to 
provide, on a continuing basis, the difference between what 
each country can fund and the cost of the agreed upon 
target coverage levels. This means that the donors’ 
obligations, in financial terms, will vary depending on the 
economic capacity of each country. It is critically 
important that the donors’ commitments are not time 
limited. Rather, they must be based on an open-ended 
commitment to provide necessary resources as long as the 
country concerned continues to demonstrate commitment 
and political will by providing a pre-established and 
substantial share of national economic resources to the 
programme. 


Most major donors have already demonstrated an ongoing 
commitment to the goals of primary health care, 
independently of how long it might take, as well as a 
willingness to expand health goals by the addition of new 
programme elements which target different causes of 
mortality and morbidity. Goal-oriented, rather than 
time—oriented, commitments require new donor 
relationships as well as new country—donor partnerships. 
Pooled funding, endowment strategies, and other innovative 
funding mechanisms may need to be developed to 
implement goal -orientated strategies. These innovations 
are within the capabilities of a motivated donor community 
(Rosenthal, 1990a). 


The potential for developing true long-term donor — 
country partnerships exists. While the economic burden of 
providing full access to primary health care is high for 
many individual countries, the economic burden to the 
world of filling the coverage gap is relatively small. The 
total amount of resources required to meet the 80% 
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coverage target for EPI in the year 2000 for all of the 
countries in the sample was approximately $1.6 billion at 
the higher EPI cost, far less than 0.3% of total health 
expenditures in the United States in 1988. The total cost 
for achieving the MCH goals for the Latin America and 
Caribbean region in the year 2000 was $3.5 billion. At 
these prices, universal and sustainable primary health care 
is well within our collective capacity. 


Limiting health care services to the level that can be 
sustained by individual countries is counter — productive. 
By focusing on the collaborative contributions to world 
health goals, the emphasis on sustainability can enhance 
our ability to develop and support the commitment and 
political will essential for success. 
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Michael Lim Tan 


The Issue of Essential Drugs and 
Community Based Health 
Programmes in the Philippines 


The History of Community Based 
Health Programmes 


The Philippine health care system is closely patterned after 
that of the United States because of formal colonial 
occupation for half a century. The system emphasizes 
"free market forces" and the dominance of the private 
sector. Minimum state intervention and participation in 
social services, including education, has 
generally been the norm. The government 
did not introduce a social security system 
until the 1957 enactment of the Republic 
Act 1161, which provided for retirement 
} pensions and compensation for death or 
disability. It was not until 1969 that the 
Philippines introduced a_ state health 
insurance system, Medicare, that borrowed 
the US model with all its weaknesses. 


The Philippine public health care sector 
has always been weak because of the low 
" level of government financing combined 
a with the need to serve a large population. 
The health care system also follows the American 
emphasis on high technology hospital — based interventions 
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that are controlled by an elite group of health 
professionals who are mainly physicians. 


The method of training health professionals is heavily 
influenced by the American system. This should not be 
surprising since medical students sent to train at Chicago’s 
Rush Medical College were among the earliest Filipino 
scholars sponsored by the American colonial government. 
Medical students who studied in the Philippines were 
trained in institutions whose curricula were largely lifted 
from medical schools in the United States. Nearly all 
textbooks were, and still are, American. 


After independence in 1946, the Philippines continued to 
use the colonial model of health care. Numerous private 
hospitals were built using war reparations money. More 
health professionals were trained and by the 1960s the 
Philippines had become the largest exporter of nurses and 
the second largest exporter of physicians in the world. 


While economic growth in the country showed promise in 
the 1950s and early 1960s, social inequality increased. The 
paradigms used, not just in health care but for socio- 
economic development in general, were clearly inadequate. 
By the late 1960s, social unrest swept through the country 
as students, peasants and workers took to the streets to 
protest the growing gap between the rich and the poor. 


In 1972, President Ferdinand Marcos declared martial law. 
Rather than silencing the protest movement, martial law 
further hastened the conscientization process. It was during 
this period of repression that community organizing 
intensified. | Among those who became involved were 
young health professionals. In the mid 1970s, three pilot 
Community Based (CB) health programmes were 
established, with the Rural Missionaries Health Team, 
composed of Roman Catholic sisters, playing a leading 
role. Other community — oriented programmes had been set 
up earlier, but the CB health programmes were distinct in 
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that they centred on empowerment of people by 
incorporating community organizing into the health 
programme (Laleman, 1989). Organizing was combined 
with the training of community health workers, a concept 
borrowed from China’s barefoot doctors programmes and 
adapted to local conditions. 


Starting with these three pilot projects, CB health 
programmes spread throughout the country, and now 
include both religious and non-sectarian projects. In 1990, 
there were 83 CB health programmes affiliated with the 
Council for Health and Development, a national 
coordinating body. Programmes have been established in 
46 of the country’s 73 provinces, with 3,500 full-time 
community health workers. 


The CB health programmes also gave rise to other 
national and regional organizations. One example is the 
Medical Action Group (MAG), formed in 1983 shortly 
after the assassination of Dr. Bobby de la Paz, a physician 
working with a CB health programme in the central 
Philippines. The Medical Action Group does advocacy 
work for various issues such as medical neutrality and 
global disarmament and provides services such as_ the 
rehabilitation of torture survivors. Other groups such as 
the Health Action Information Network (HAIN) and the 
Bukluran para sa Kalusugan ng Sambayanan (BUKAS) are 
involved in research and lobbying work on a wide range of 
national issues such as pharmaceutical products, 
environmental protection, and reproductive rights. Despite 
the diversity of interests, all of these organizations can 
trace their roots back to CB health programmes and they 
maintain a commitment to serving the needs of these 
programmes. In turn, the community programmes provide a 
mass base that can-assist regional and national campaigns. 
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What has allowed all of these groups to maintain their 
unity and to expand through the years? In December 
1988, a national consultation process updated the 
philosophy of the CB health programmes. This philosophy 
is broad enough to include many organizations and 
programmes, but the demarcation lines are also sharp 
enough to distinguish these health programmes from the 
more conservative health care programmes of the 
Philippine government or of other non-governmental 
organizations. 


The major elements of the philosophy of the CB health 
programmes are as follows (CHD, 1989): 


= A commitment to “uphold the people’s right to life 
through empowerment. The main focus is on the poor, 
deprived, oppressed, and exploited segments of society". 


m@ "Every citizen is entitled to effective and accessible 
health care services regardless of creed, class, sex, 
ethnic origin and ideology at all times... Optimum well 
being of the people can be achieved only if their 
economic and democratic rights are guaranteed." 


a ‘A truly self-reliant community is built on the people's 
capacity to take care of themselves by tapping and 
developing local and external human and material 
resources. The people have the political will to uphold 
their interests as they actively and collectively 


participate in all aspects and stages of the decision 
making process". 


@ "Health being a social phenomenon, is interrelated with 
the social, economic and cultural structures of society 
and should encompass the physical, emotional, social 
and spiritual aspects of an individual." 
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Implementing Community Based Health 
Programmes 


CB health programmes have a "preferential option" for the 
"poorest of the poor", but how have these programmes 
been implemented? Generally, communities must be 
willing to start a programme, which means that organized 
groups such as labour unions or peasant federations 
should, ideally, be already present. There are, however, 
cases where the health programme itself becomes a 
catalyst for community organizing. 


How "poor" is poor? A recent nationwide survey of 
communities served by the CB health programmes showed 
that average annual household incomes ranged from 
P10,000 to P14,000 (US $400 to $560), which is far below 
the poverty threshold level of 32,500 (US $1300) 
(Miralao, 1990). Besides the abject economic conditions, 
the communities lacked access to basic health services. 
Most households in the survey reported that the nearest 
rural health unit was 4 kilometres away, often in the next 
village or town. Hospitals were even more inaccessible, 
with many communities reporting that the nearest hospital 
was 40 kilometres away, requiring a long period of travel, 
partly by foot. 


The Function of Community Based Health 
Programmes 
The CB health programmes train community health 


workers, provide basic health services, and conduct basic 
research. 
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Training 


Much of the work is oriented towards improving the 
ability of the community to provide its own health services. 
An important goal is the training and education of local 
community health workers who are elected by their fellow 
villagers. All community health workers work without fixed 
cash stipends. 


Each programme develops its own training curriculum 
according to local conditions but, reflecting the philosophy 
of CB health programmes, all training programmes and 
teaching materials include discussions of the national 
situation. These discussions serve to provide a perspective 
on the economic and political determinants of health and 
disease. 


Pedagogical methods are based on the work of the 
Brazilian, Paolo Freire. We have also learned from the 
experiences of Project Piaxtla in Mexico, which emphasizes 
linking theory with practice and learning by doing. The 
preface to "Our Health Our Lives", the national community 
health worker training manual, encourages students "to be 
critical and to always compare actual experience to what is 
written in the book" (Pagaduan— Lopez, 1981). 


On average, it takes a year for a community health worker 
to complete basic health training, since teaching schedules 
are staggered according to the community's work cycles. 
The teaching sessions move at a slow pace to ensure that 
the health workers, many of whom have only had a few 
years of formal education, can understand important 
medical principles. Learning also takes place outside of 
formal classes, such as when health workers accompany the 
programme medical staff on patient visits. 


A graduated system of training is also in place, allowing 
community health workers to upgrade their skills. In some 
programmes, community health workers have gone on to 
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more advanced training, including minor surgery. ‘This 
expands the range of services that health workers can 
provide to their communities. 


Health Services 


The CB health programmes provide preventive, diagnostic 
and curative services. While many common illnesses are 
handled at the community level, referral systems have been 
set up in many areas to facilitate access to secondary and 
tertiary services. One diocesan programme, which began 
as a pilot programme in the mid 1970s, has developed to 
the point where it has its own secondary — level facility. 
This facility provides in-patient services for patients 
referred by other programmes. 


Medical missions involving health professionals and 
students on short-term voluntary service are sometimes 
conducted to augment the local staff and community health 
workers. The medical missions can also provide additional 
support services during emergency situations, such as when 
an area is militarized or during natural disasters. 


Research 


In the early years of CB health programmes, research was 
mainly associated with the development of teaching 
materials. In recent years, research has been directed 
towards planning and evaluation. While much of the 
technical research is still left to national organizations, 
there have been efforts to initiate community based 
research. 


One example is a naticnal project which used a 
standardized community diagnosis form to gather basic 
information on the health situation in communities which 
were not covered by the government’s health reporting 
system. The community diagnosis project is particularly 
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interesting because of the strong element of community 
participation, not just in data gathering but, more 
importantly, in analyzing the data and in formulating 
appropriate responses to the health picture that emerged. 


Another project was a National Impact Evaluation of the 
training and health services provided by CB _ health 
programmes. The evaluation was supported by Misereor 
and Cebemo, two European church—based agencies that 
fund overseas development programmes. The project took 
more than two years to finish and has produced valuable 
information that will be useful in planning future directions 
for CB programmes. Some of the findings have, in fact, 
been used for this paper. 


The Essential Drugs Issue 
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The early CB health programmes recognized the problem 
of poor accessibility to necessary drugs. The response was 
to promote traditional medicine, especially medicinal plants, 
as the alternative. Several books and other educational 
materials about medicinal plants were produced from 1977 
onwards, but it was not until 1986 that we published 
material which specifically dealt with Western medicines. 


The idea that using medicinal plants would lead to a 
reduction of our dependence on the multinational — 
dominated drug industry was, of course, too simplistic. It 
was based on the misconception that micro solutions could 
provide answers to macro problems. Over the years, we 
have come to realize that there are serious limitations to 
micro solutions such as promoting the use of medicinal 
plants. The most common killer diseases such as 
pneumonia, tuberculosis and dysentery cannot be 
adequately treated with medicinal plants. Unfortunately, 
though our views have changed, CB programmes are still 
associated with herbal medicine. In the national survey, 80 
percent of respondents from several communities associated 
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community health workers with herbal medicine rather 


than with environmental sanitation, nutrition and health 
education (DH, 1990). 


Alongside the promotion of medicinal plants, CB health 
programmes conducted campaigns against unsafe drugs such 
as dipyrone. The issue of multinational companies 
dumping unsafe drugs in developing countries was always 
included in discussions of the national health situation. 
Given the emphasis on medicinal plants as ‘good 
alternatives" and western drugs as "bad", we were not able 
to address the reality that people were caught in a 
situation where thousands of umessential drugs were 
aggressively promoted, available in the market, and 
therefore used by people. The essential drugs concept was 
poorly promoted by the Western Pacific Regional Office of 
the WHO and the CB programmes rarely included this 
concept in the training of health workers. In fact, the only 
significant exposure we had to the essential drugs concept 
came after the Bangladesh government adopted _ its 
essential drugs policy in 1982. 


After 1982, we began to recognize the overwhelming 
problems related to the use of pharmaceutical products in 
the Philippines. We saw that the problems involved poor 
accessibility to essential drugs as well as the overuse of 
ineffective drugs. While the national training manual for 
community health workers had sections on the proper use 
of Western drugs, these were not sufficient. We found in 
several surveys that community health workers were giving 
erroneous advice on the use of Western drugs, sometimes 
with programme physicians and nurses as their role 
models. We also found that medical missions and 
programme centres stocked and dispensed many unessential 
medicines including cough and cold remedies and 
antidiarrhoeal drugs. Many of the unessential medicines 
had been donated. 


71 


Michael Lim Tan 


72 


After the change of government in 1986, new Health 
Department officials took an interest in rationalizing the 
pharmaceutical environment. This interest was mainly for 
the technocratic reason of trying to reduce high 
expenditures for medicines because of the meagre Health 
Department budget. A National Drug Policy was 
enunciated and endorsed by President Aquino in 1987. A 
Generic Act, the first of its kind in the world with 
provisions for production, prescribing and dispensing, was 
passed by Congress in 1988 and went into full force in 
January 1990. 


Our network of non-governmental organizations had 
mobilized the CB health programmes to lobby for a strong 
national drug policy. Existing campaigns to ban dangerous 
drugs were expanded to tackle the problem of useless 
drugs as well. A team of speakers was formed to go 
around the country conducting symposia and workshops to 
explain the National Drug Policy, the essential drugs 
concept, and rational drug use. We also conducted 
intensive technical training workshops on pharmacology, 
lasting from three to seven days, for programme staff 
members and advanced community health workers. The 
sessions used CB health programme methods. Participants 
were asked to conduct a preliminary survey of the most 
popular medicines in their communities and the results 
were evaluated in the workshops or symposia according to 
our SANE criteria: safety, affordability, need and efficacy. 


The CB heath programmes have provided an important 
mass base for all campaigns. Some programmes have 
initiated visits to drugstores in order to educate 
pharmacists about drugs that should not be sold. When 
the Generic Act went into effect in 1990, we were able to 
get field reports from remote areas on how the law was 
being implemented — or violated. 


We have not abandoned the promotion and use of 
traditional medicine. What we have done is to incorporate 
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it within the framework of the essential drugs concept and 
rational drug use. Traditional medicines provide one of 
many alternatives, including non — pharmacological 


interventions, in treating disease. 


Table 1 Leading Drugs (By Sales Value) in the Philippines in 
1989 and their Listing in the National Drug Formulary’ 

Brand Name Generic Name Listing 

Ampicin Ampicillin Yes? 

Enervon - C Multi- vitamins & minerals No 

Ventolin Salbutamol Yes 
Salbutamol & guiaphenesin No 

Erythrocin Erythromycin Yes 

Neozep Multi- ingredients (cough/cold No 
preparation) 

Alaxan Paracetemol & ibuprofen No 

Loviscol S -— carboxymethylcysteine No 

Biogesic Paracetamol Yes 

Tuseran Multi — ingredients No 
(cough/cold preparation) 

Ponstan Mefenamic acid Complementary? 

Vicks Vaporub Multi- ingredients (chest -— rub) No 

Voltaren Diclofenac sodium Complementary 

Tagamet Cimetidine Yes 

Propan Iron Buclizine & vitamins & iron No 

Adalat Nifedipine Yes 

Zantac Ranitidine Yes 

Chloromycetin Chloramphenicol Yes 

Ceporex Cefalexin Yes 

Rimactane Rifampicin Yes 

Dimetapp Multi — ingredients No 
(cold preparation) 

Mucosolvan Ambroxol No 

Persantin Dipyridamole Complementary 

Bisolvon Bromhexine No 

Bricanyl Terbutaline Yes 
Terbutaline & guaiphenesin No 

1 (DH, 1990a) 


2 |njectable form only. 
3 Drugs used for treating rare diseases, drugs with special pharmacological 
properties, or alternative drugs when essential drugs cannot be used. 
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Problems With the Rational Drug Use Campaign 
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There are many obstacles facing the campaign for rational 
drug use. Some are cultural, such as a universal "need" to 
take medicine. But the difficulties facing the campaign 
would not have been as great if it had not been for 
massive advertising of pharmaceutical cure —alls and 
placebos. Popular television and radio shows are 
interrupted every five to ten minutes with a barrage of 
commercials promoting pharmaceutical products, together 
with pesticides, tobacco and liquor. 


Industry has capitalized on common health problems in the 
country. Hundreds of irrational cough and _ cold 
preparations are marketed for acute respiratory infections. 
Many so-called antidiarrhoeal drugs are sold that have no 
place in rational therapy for diarrhoea. Vitamins, tonics 
and appetite stimulants are sold for malnutrition and 
hunger (Tan, 1988). It is not surprising that many of the 
best-selling drugs in the country, as shown in Table 1, 
are unessential drugs. 


The campaign to promote rational drug use within primary 
health care in the Philippines has also been hampered by 
other powerful forces, many of which were the same forces 
that blocked the effective implementation of CB 
programmes. 


Conservative physicians opposed CB health programmes 
and primary health care for many years, claiming that 
peasant health workers could not handle medical care. 
These physicians, through the Philippine Medical 
Association (PMA), are also the most vociferous opponents 
of the National Drug Policy and the Generic Act. As a 
result of their lobbying efforts, a bill has been proposed in 
the Senate which would add several "killer amendments" to 
the Generic Act. One proposed amendment would allow 
physicians to specify "No Substitution Allowed" on 
prescriptions. Another would remove penalties for a 
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violation of the requirement for drug companies to include 
generic labelling on all pharmaceutical products. The 
pharmaceutical industry has been more careful about their 
public image since they are already under heavy fire for 
their policies, especially in relation to drug pricing. 


Promoting rational drug use has been difficult, given a 
situation where people cannot afford the drugs they need 
and spend their money instead on cheaper, but useless 
drugs. Table 2 gives a few examples of the costs of less 
expensive antibiotics compared to purchasing power. 


Essential drugs remain expensive and most programmes do 
not have the funds or the technical training to set up and 
manage community supplies. A few community drugstores 
(Botika ng Barangay) have been established but they only 
carry a limited range of drugs. Some programmes have 
support for specific drugs such as _anti-—tuberculosis 
medicines, but by and large the CB health programmes 
cannot afford to stock adequate supplies of essential drugs. 


Table 2 
Costs of Some Antibiotics in the Philippines 
(Reference Point: Metro Manila minimum wage of P118/day as of December 1990.)* 


Prescription Brand Cost? 


Amoxicillin Amoxil P69.75 
250 mg 3x daily for 5 days U/L Amoxicillin P47.25 


Metronidazole Flagyl P65.00 
200 mg 3x daily for 5 days USA Metronidayole P60.00 


Phenoxymethylpenicillin Sumapen P165.00 
500 mg, 2x daily for 28 days? U/L Penicillin VK P120.00 


1 The Department of Labour, in a 1989 survey, found that only 20 percent of 
establishments in urban areas were paying the minimum wage. In rural areas, 
typical daily wages may be as low as P20. 

2 Cost as of February 1990 for the entire course of the prescription. 

3 Maintenance therapy for chronic rheumatic heart disease. 
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While the CB programmes constantly emphasize preventive 
aspects of health, we cannot pretend that people do not 
need drugs. The future success of these programmes will 
partly depend on improving accessibility to essential drugs, 
for both medical and socio-cultural reasons. A national 
health survey conducted by the government in 1987 found 
that "the lack of free medicines" was the most commonly 
cited health problem (DH, 1990). This popular perception 
makes the communities easy prey for a large number of 
well-funded right-wing organizations that have 
proliferated in the country since 1986 and which dole out 
free goods and medicines, together with Bibles. These 
conservative groups can easily destroy years of effort by 
CB programmes to assist people to develop confidence in 
themselves and to break free from dependence on 
traditional patronage structures. 


While conservative groups are given free rein to distribute 
medicines, non-governmental organizations involved in CB 
programmes have faced many constraints in purchasing and 
delivering drugs. It is not just a matter of cost. The total 
war policy of the Filipino government has intensified to a 
level which is worse than that under the previous regime. 
Paramilitary and military groups terrorize the countryside. 
Delivering or even purchasing large supplies of drugs in 
rural areas makes one suspect to being a sympathizer of 
the New People’s Army (NPA). In the past, promoting 
medicinal plants and acupuncture was considered subversive 
because the New People’s Army was doing the same thing. 
Today, to talk about rational drug use is also potentially 
subversive because it means attacking multinational drug 
companies, and this is considered to be "communist 
propaganda" (Van et al, 1990). 


Conclusion: Fighting the Odds 


Our experience with the campaign for essential drugs and 
rational drug use have further convinced programme staff 
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of the need for structural reforms and the need to avoid 
the pitfall of looking at health care as a purely biomedical 
problem. We have also learned that medicines are a 
crucial factor in the mystification of health care. It is 
clearly to the advantage of the powerful to keep the poor 
dependent on them for health care services and medicines. 
This dependency can be maintained not only through 
dole —out programmes, but also by withholding education 
and information. 


Experience has shown that it is important to be flexible in 
response to new problems and to modify programme 
training and services according to new needs. Technical 
information and training in pharmacology are needed, but 
these must be integrated into an educational programme 
on the politics of pharmacology and the drug industry. 
Different problems can be linked together for common 
solutions. Training programmes on the management of 
drug supplies can be integrated into training for CB 
programme management in general. The lack of community 
resources to purchase drugs cannot be addressed without 
understanding the complexities of health care financing, 
including related issues such as moves to further privatize 
the health care system in the Philippines in accordance 
with the International Monetary Fund’s "prescriptions" for 
structural adjustment. 


There have also been proposals to set up community 
pharmacies to support the programmes by selling drugs at 
a profit and using the proceeds to run the programmes. 
Unfortunately, these proposals appear to be based on the 
controversial UNICEF Bamako Initiative, which penalizes 
the poor. 


The needs are tremendous. The Philippines is now 
entering a new economic crisis that may parallel that of 
1984 to 1986, the last years of the Marcos dictatorship. A 
series of natural calamities, the continuing unstable 
political situation, and the Gulf Crisis (which has sent 
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home thousands of expatriate Filipino workers), have 
aggravated our problems. 


I have talked about the free market model used in the 
Philippines for health care. It is a system that has failed. 
We have followed events in Eastern Europe, including the 
United States gloating over the failure of socialism and the 
victory of capitalism. For many Filipinos, it is not a 
question of socialism or capitalism but of equity. Can 
access to health care and medicines continue to be 
determined through the so-called free market forces? 
What is the role of the State in health care? These 
questions have to be answered, even as we develop 
alternatives. The CB health programmes have endured 
many other crises and we are determined to continue the 
work that has been started. 
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Pieter van den Hombergh 


Implementing Primary Health Care 
in an Industrialized Country 


In 1984, I was selected to be a general practitioner in the 
town of Almere, which at that time had a population of 
35,000. Almere was founded in 1976 in the latest area of 
the Netherlands to be retrieved from the sea. It is 
approximately 20 km east of Amsterdam. 


I came to Almere after three years in Kenya. I had a 
brief glimpse of Almere from the air on the flight from 
Kenya to Holland, and thought that it 
was the last place I would fancy after 
three years of paradise. Almere was a 
windy, suburban town with small trees. 


However, the surplus of doctors in 
Holland gave me little choice. The 
director of the health project told me 
that I had the spirit of a pioneer and 
that a complete health care system had to 
be built up from the start in Almere, just 
like in Kenya. I wasn’t so sure. To me 
Kenya and Almere seemed almost 
incomparable. But, I wanted to work in a 
health centre. The philosophy behind the 
health project in Almere was, in my opinion, the best in 
Holland at the time. Almere was going to have the ideal 
health care system and I was going to have the 
opportunity to start a new health centre in this project. 
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In this article, I describe the original intentions of the 
health care project and the political and social climate of 
the early days of Almere. Then I evaluate the present 
state of the project, its advantages and disadvantages, and 
how well the project has met its original goals and the 
objectives of primary health care. Finally, I briefly discuss 
a few relevant parallels between health care in Almere 
and in developing countries. 


The Socio — Political Background 
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In the late sixties and early seventies, Almere was only a 
town on the drafting—board. The health care system in 
Holland was based on doctors in private practice while 
hospitals were administered by different religious 
denominations. 


Social equality and democratic institutions were very much 
on the mind of anyone who wanted to be progressive. For 
progressives, it was necessary for doctors to drop their 
arrogance, take off their white suits, and be more 
accessible to patients. Diseases, especially psychiatric 
ailments, were believed to be caused by _ society. 
Consequently, society was obligated to help its victims. 
Health was a fundamental right. The government had the 
responsibility to ensure that everybody was helped and that 
no one had to pay for being a victim; the disease itself 
was bad enough. 


A central, deeply—ingrained belief, that made more sense 
in the 1970s than it would today, was that individuals were 
not responsible or accountable for their illnesses because 
diseases were caused by social and environmental factors 
beyond the individual’s control. This belief gave a very 
wide perspective to the concept of health care and meant 
that doctors were expected to tell society how it should 
change for the benefit of health. 
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Developments in General Practice in the 1970s 


In the 1970s, general practice was staging a revival against 
the rapid development of hospital—centred, specialist care. 
The efficacy of family medicine, which tries to treat 
patients in their own environment, had been scientifically 
established by Huygen (1978). Research had shown that 
there were considerable drawbacks to the specialist 
approach centred on_ specific organs. The specialist 
approach was inadequate because a large proportion of 
complaints could only be understood by considering the 
patient’s home, work, and social environment. 


A patient—centred approach, which revealed the true 
needs and questions of a patient, was becoming established 
as the appropriate approach for general practice. The cure 
was to take place, if possible, in the patient’s own 
environment and under the care of close relatives, friends 
and last, but certainly not least, under the care of 
professionals who valued care over cure. 


The philosophy of a patient—centred approach brought 
about a different concept of health planning. This concept 
put the emphasis on good primary health care instead of 
on institutional care. Health centres which provided 
integrated care were part of the strategy to boost the new 
approach. General practice became a specialty which 
required additional training. There were strong incentives 
for new research in general practice and this research 
yielded such impressive results that the legitimacy of 
general practice was beyond doubt. 


Backed by the results of this research, general practitioners 
regained the necessary self-esteem to appreciate and 
defend the value of their point of view and their approach 
to diseases and ailments. They had no reason to feel 
inferior to specialists. General practitioners could meet the 
true health needs of the majority of people, could give 
appropriate care, and were more accessible and available 
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than specialists. The rediscovery of the importance of the 
general practitioner was paralleled by the development of 
the concept of primary health care, which was promulgated 
in the Alma Ata Declaration. 


The general practitioners were challenging several medical 
abuses. For example, specialists were criticized for over— 
treating the "low back pain patient" who missed a 
promotion in his job, or for removing the uterus of a 
premenopausal woman worried about her irregular and 
abundant bleeding. The health care system did not allow 
the cancer patient to die in dignity at home and the 
handicapped patient wasn’t provided with all the necessary 
means to lead a normal life. Patients with anxiety 
symptoms such as hyperventilation, phobias, and ultimately 
depression, were not identified as suffering from anxiety. 
To counteract these problems, general practitioners were 
trained to handle such patients adequately but also to 
reveal the root causes of their misery. 


The medical establishment had, so far, reacted to many 
problems of a social and psychological nature by paying 
little attention to the patient’s own perceptions and by 
prescribing a lot of drugs. Tranquillizers, anti —rheumatics, 
multivitamins and other aspecific drugs were commonly 
prescribed for very aspecific complaints. Medicalization was 
rampant for diagnoses such as low blood pressure, vascular 
insufficiency, cardiac arrhythmia and palpitations, and 
atypical Meniéres disease. These diagnoses were frequently 
used for complaints that weren't understood. These 
problems with the medical establishment led to several 
initiatives to change the health care system and the 
approach to the patient. 


Initiatives in the Early 1970s 


In the 1970s, the wave of democracy in_ institutions 
nurtured the wish of most workers in primary health care 
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to be able to work in an environment based on equality 
and mutual respect. A major obstacle to cooperation was 
the existence of different professional cultures and 
institutions for the general practitioners, district nurses, 
social workers, and physiotherapists working in primary 
health care. All participants were looking for alternatives. 
The development of a team of different types of health 
workers was a first step towards greater cooperation. 
Health centres, comprising all of the essential professions 
just mentioned, were the next step towards greater 
cooperation and had preference over the loose structure of 
teams. 


Many health centres were built in Holland in the 1970s 
and health teams sprouted everywhere to meet the 
demands of the new approach to health care. The 
prevailing left-wing atmosphere helped convince policy — 
makers to support a pilot project of primary health care. 
The plan to set up a primary health care system in 
Almere was a unique opportunity to find out if the 
primary health care concept would work and whether it 
would be an improvement over the health care provided in 
the rest of Holland. 


The Almere Experiment 


The planners of Almere, before setting up a new health 
care system, had designed Almere to provide a_ healthy 
environment for all of its inhabitants. The provision of a 
healthy environment is an essential component of a true 
primary health care approach. 


The master plan for Almere contained several features 
which were expected to be conducive towards good health: 


= Big, spacious, and affordable houses, preferably with a 
garden and as few apartment buildings as possible. 


= A lung-structure with no motor traffic at the alveolar 
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level, good access to public transport (buses and trains), 
and a dense network of bicycle paths, thus providing a 
sensible answer to the need for healthy and safe traffic. 


= Good sporting facilities and community halls for social 
activities. 


m Well—planned sites for schools and shops with easy 
access in order to further contribute to the comfort of 
the inhabitants. 


Health Care in Almere 


The new health care system in Almere provided an 
opportunity to get rid of a considerable number of flaws 
in the Dutch health care system. The major flaws were the 
difficulty in controlling the system and the fragmentation 
of primary care. 


The health care experiment in Almere needed special 
legislation to protect it from the normal mechanisms of 
free enterprise in the Dutch health system. The legislation 
made several requirements: 


™ Doctors, physiotherapists, dentists, pharmacists, and 
other health care professionals could only be employed 
by the primary health care society of Almere (EVA). 


m@ All employees were to be paid a salary in accordance 
with their profession and years of employment. 


m@ Health care consumers were to be given an important 
role in shaping the type of care delivered to them. 


m@ The governing board was to include representatives 
from all relevant groups in society. 


An important prerequisite was the replacement of a fee — 
for —service system by a salary system for all workers. This 
was not only to prevent unnecessary care and questionable 
motives for treatment, but also to help reduce tension 
between colleagues due to different means of income 
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acquisition. The goal was to have motivated, salaried 
professionals in one organization. 


The Health Centre in Almere as the Nucleus of 
the Primary — Health Care System 


New houses were being built in Almere for approximately 
6000-8000 people per year, which is also the average 
amount of people served by one health centre. As a 
result, a new health centre was set up almost every year. 
The staff of each centre included the following professions: 


= Family doctors or general practitioners and practical 
assistants 


District nurses, maternal and child health nurses 
Social workers 

Physiotherapists 

Dieticians, midwives, maternity care assistants 
Pharmacists and their assistants 


Dentists and ancillary staff 


Home — care employees 


By far the majority of patient consultations in each health 
centre can be handled by one profession without consulting 
staff from another profession. However, a small minority of 
patients need care from two or more professions. Most of 
these patients are either elderly, handicapped, or people 
with psycho — social problems. 


The general practitioner is central to the Dutch health 
care system. This is because specialist care is not covered 
by health insurance unless there is a written referral letter 
from the general practitioner. A written referral letter is 
also required for physiotherapists and for items such as 
crutches, wheelchairs, and orthopaedic devices. 


85 


P. van den Hombergh 


Patients in Almere are encouraged to organize around 
health issues and to form patient councils which participate 
in the shaping of the health centre. The patient councils 
take part in the selection of applicants for jobs in the 
centre, advise patients on how to file a complaint, help 
run the health centre’s newsletter, and help to organize 
evening presentations on health subjects. They also provide 
feedback to the professional staff. 


In Almere, three to four health centres are linked together 
in a management group in order to provide services, such 
as 24-hour health services and intensive home care, 
beyond the ability of a single centre. The top level of 
management consists of the central administration headed 
by a director. The central administration is responsible for 
the overall management and for strategic planning, public 
relations, internal services and catering, and professional 
development and training. A board of governors, consisting 
of representatives from different interest groups in society, 
approves all plans. 


A second board integrates the primary health care system 
with all other health facilities and coordinates the activities 
of the different levels of the health system. The board 
includes representatives from every organization in the 
health system, including representatives from welfare, youth 
care, and psychiatric care services. 


In general, the health system in Almere is comparable to 
the National Health Service in Britain or to a few health 
centres in Canada. There are also similar centres in poor 
areas of the United States, which give good quality care at 
a low cost. 


Evaluation 


So far, I have briefly described the background, goals and 
structure of the primary health care system in Almere and 


86 


Implementing Primary Health Care in an Industrialized Country 


I have given an impression of its size. It is now necessary 
to discuss how the system in Almere functions and what 
was accomplished by it. However, the Almere project is 
not finished. A new hospital with less than the average 
number of beds, but with extended outpatient facilities, has 
just been introduced into the system. Therefore, final 
conclusions will have to wait until later, but a few 
tentative evaluations of the success of the project can be 
made at this time. 


First, it is important to mention that it was an illusion to 
believe that Almere could develop its own health system, 
as a separate island within the Dutch health care system. 
The ability to experiment with new health care systems 
was, in fact, limited. Things changed, but the changes were 
not revolutionary. There are a number of reasons why the 
changes were not as extensive as originally thought: 


@ Political forces that did not agree with the project were 
not always cooperative. 


m The cultural inheritance of the different professional 
groups involved in the project set limits on the amount 
of possible change. 


w Over 80%-90% of the population in Almere was 
happy with the old system, despite its being fragmented, 
incoherent, expensive, and difficult to control. 


The latter point is particularly important. It is difficult to 
improve a system that people are already happy with. 
There is also an important conflict between the 
professional’s objectives for primary health care and what 
the public may want. The professional objective is to offer 
people health care that the professional, or expert, 
considers to be appropriate. The professional wants to 
develop an inexpensive health care system which will result 
in good health for all and which is based on qualities such 
as self-reliance and self-help. The professionals have 
arguments for why their view of the health care system is 
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in the best interests of the public and at the same time 
the professional wants the public to be very happy with 
their health care system. However, a substantial part of the 
population, influenced by culture and fashion or other 
factors, tends to want something else. 


Many people want quick service, privacy, and to be cured 
without much personal effort. They don’t like to be 
personally responsible for their health and they do not like 
to be patronized. They also want a referral to a specialist 
when they, and not their doctor, believe that it is 
necessary. It is therefore very interesting to see how the 
goals of primary health care, which are less tailored to 
meet the demands of the individual, are received by 
patients in Almere. 


Patient Satisfaction 


The overall level of satisfaction with the health care 
system in Almere is good, but on average, the patients in 
Almere are slightly less satisfied with their health care 
than patients in the rest of Holland. Patients in Almere 
are also less satisfied than patients from health centres in 
other countries. The main complaints concerned the 
following: 


m Availability of general practitioners in on-call 
situations. 


Accessibility of the health centres by telephone. 


Hesitance of the general practitioners to give referrals 
and to make home visits. 


@ Lack of privacy in the centre and an impersonal 
approach. 


m Different faces and different doctors because of people 
working part-time and for other reasons. 


@ Lack of clear first —aid facilities. 
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Yet, I find it encouraging that the people in Almere are 
relatively content, given the fact that 75% of them consist 
of people from Amsterdam, where there are many 
hospitals and easy access to hospital emergency services. 
The surplus of general practitioners in Amsterdam also 
provides a large choice of doctors and a lot of services. 
People had to adjust to the appropriate, but relatively 
stern approach in Almere, compared to the red carpet 
treatment in Amsterdam. However, on the positive side, a 
1985 survey showed that only 4% of the inhabitants of 
Almere would prefer the old system with private doctors 
and scattered health care services. 


Integration and Cooperation 


The advantages of a well-planned, integrated health care 
system are difficult to assess. Bureaucracy and high 
overhead costs can wipe out many of the advantages and 
general practitioners, as independent professionals, do not 
readily accept suggestions or interference from managers. 
Also, it has been difficult for the new management system 
to find the best way of working with all of the different 
professional groups working in Almere. 


The development of good relations between different 
professionals in the same health care system is amazingly 
tedious and discouraging. Even though they want to work 
together, the worlds and interests of different professionals 
are quite separate, even in Almere. However, different 
professionals are brought together in Almere and that is 
an achievement in itself. A major gain has been the 
creation of groups of health care workers who often meet 
formally, but more importantly on an informal basis. The 
exchange of experiences during coffee breaks, the ease 
with which others can be consulted, and the ability to pop 
in and out, are invaluable. The ease of contact 
compensates for the differences in style and thinking 
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between the various professions. These differences are 
huge and would otherwise hamper smooth contacts. 


The primary health care concept has been extended in 
Almere to a number of other experiments. Residential and 
nursing homes are provided with medical care from the 
health centres, stimulating self-reliance and reducing the 
need for hospitalization. So far, this project has been a 
mixed success, mainly because the workload of the general 
practitioners was so great that it wasn’t always possible to 
provide the necessary time-consuming care for elderly 
people. 


A day surgery has also been set up in the already 
functioning outpatient department of our future hospital, 
but it is too early yet to evaluate this service. 


Community Participation 


The amount of community participation has been 
disappointing for many health care workers who needed 
the legitimacy provided by participation. Usually, with the 
start of a new centre, volunteers, mostly women, will start 
a patient council and edit a patient bulletin. These 
bulletins have a considerable potential, as a recent survey 
showed. There are also patients who volunteer to help the 
ill and disabled with their shopping or with other activities. 
But, it is difficult to get people to volunteer. In Almere, 
75% of the population only uses their health care centre 
for the occasional visit with a doctor. (I compare it to my 
use of the garage.) The other 25%, mostly elderly people, 
children, and chronically ill patients, are not ideal forces to 
work to change the policies of the health care centre. 
Active community participation is not easy to develop. 


On the other hand, one should not underestimate the 
positive effect of the openness of the professionals to 
criticism and their willingness to consider complaints. Most 
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complaints are minor objections against the service 
delivered. These complaints keep the health care workers 
attentive and conscious of the effect of their behaviour. 
Even though the level of community participation has been 
disappointing, it has probably prevented the staff from the 
possibility of becoming alienated from their patients. 


Health Education 


Of course, health education is the flagship of Almere’s 
health care system and has been heavily promoted. All 
health care workers, to some extent, have shared the 
responsibility to educate patients to adopt healthier 
lifestyles, to smoke less, and to exercise more. 


The patient council, with the help of health care 
professionals, organizes evening workshops on subjects such 
as chronic obstructive lung disease, viral diseases, and 
hyperventilation, but attendance is poor. One drawback is 
that general practitioners have not been properly trained in 
how to provide information about diseases to patients. 
Groups dealing with bereavement, hyperventilation and 
relaxation, and how to quit smoking or stop taking 
tranquilizers, start fairly regularly, but it’s difficult to 
motivate people to join them. It’s a pity because the ones 
that join truly benefit from it. Group activities were 
fashionable in the late seventies, but today it’s hard to 
compete with television. In short, the intentions are good, 
but the actual putting into practice of educational 
programs needs improvement. 


In general, the educational programs appear to have had 
little impact on the general population, though there is not 
much data that could be used to properly assess the 
outcome of health education in Almere. There is some 
data indicating that there are slightly fewer smokers in 
Almere than in the rest of Holland, but this could be due 
to other factors such as the popularity of sports in 
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Almere. Sports are popular because there are good 
sporting facilities and a shortage of pubs. 


Essential Drugs 


There is no incentive for pharmacists in Almere to 
encourage people to purchase drugs because all 
pharmacists are salaried employees. This results in a good 
level of cooperation with the doctors to reduce the 
number of irrelevant or obsolete drug prescriptions. The 
doctors and pharmacists of Almere jointly developed a 
formulary of recommended drugs and the doctors have 
agreed to prescribe generic names. The formulary is the 
equivalent of an essential drugs list. 


These prescribing practices have led to a considerable 
reduction in the cost of medicines and in the irresponsible 
use of drugs. Data indicates that the amount spent per 
patient on drugs is 27% lower in Almere than in the rest 
of Holland, though this figure needs to be age-corrected. 
Unfortunately, feedback using computerized lists of 
prescribing practices and the assessment by doctors of each 
others prescriptions is not yet common practice. In my 
opinion, with more personal feedback, we could expect to 
reduce costs by at least another 25%. 


A special contribution is made by the pharmacy assistants, 
who meticulously inform the patients about correct usage, 
dangers and side — effects, often to my own embarrassment. 


Prevention 


The normal mother —-and-—child health care is provided in 
Almere. General practitioners see the children of their 
own practice, examine them and vaccinate them. Most 
importantly, general practitioners in Almere give guidance 
and advice on child-rearing practices. They know the 
family and its problems and consequently their advice, 
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more than likely, is well received. This prevents the 
occurrence of a lot of medical problems. 


The vaccination rate in Almere is nearly 100%, suggesting 
a high patient compliance rate. Patients see their own 
doctor for vaccinations. In Holland, women at risk for 
cervical cancer get a notice to see their doctor for a Pap 
smear. We do not yet know how the compliance rate for 
Pap smears in Almere compares to the rate for the rest of 
Holland. 


So far, the health care project in Almere has not 
developed its own policy on the prevention of 
cardiovascular risk factors. The situation in Almere partly 
reflects the lack of consensus on cardiovascular risk factors 
in Holland as a whole. General practitioners in Almere 
do what they think is appropriate. 


Medical Fixation 


The health care system in Almere also works to prevent 
medical fixation. Medical fixation is the result of a one- 
sided technical approach to a patient. For example, instead 
of linking a patient’s complaint of dizziness and tightness 
around the chest to the recent death of the patient’s 
father, he or she is sent for a cardiogram. Medical fixation 
can even be a national syndrome. The French worry 
constantly about their liver, the Germans about the state 
of their heart, and concern about constipation is 
international. 


General practitioners in Almere are in a unique position 
to prevent medical fixation. They don’t need to be afraid 
of patients leaving them if they confront them with reality. 
For doctors, this is a major advantage of working in 
Almere. Patients can visit their colleagues, but the result 
will not be very different. 
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Referrals 


The 1989 referral rate in Almere, where 75% of the 
population came from Amsterdam, was 395 /1000 
inhabitants compared to a 1989 rate in Amsterdam of 
650/10000 inhabitants. Therefore, the referral rate in 
Amsterdam is 52% higher than the rate in Almere. In the 
rest of Holland, the referral rate is 18% higher than the 
rate in Almere. The low referral rate and the lower 
number of hospital admission—days in Almere, compared 
to Amsterdam and the rest of Holland, could be partly a 
result of the prevention of medical fixation. However, it is 
not known if the lower referral rate in Almere is a result 
of the way in which health care services are organized in 
Almere or if it is a result of the type of general 
practitioners that were selected to work in Almere. 
Regardless, the low referral rate in Almere is a major 
SUCCESS. 


Self — reliance 


Are people in Almere more self-reliant? Their 
consultation rate (the annual number of visits to see a 
general practitioner) is certainly high, but that may be 
because they don’t roam around hospitals. 


Home Care for the Terminally Ill 

This is high on our agenda and has been successfully put 
into practice in Almere. Home care for terminally ill 
patients is one major achievement of our organization. A 
majority of people die at home in dignity. 


Cost effectiveness 


The cost effectiveness of health care programs is, of 


_course, a highly disputed topic. For example, do you 


Implementing Primary Health Care in an Industrialized Country 


include the savings of non-referrals? How do you 
estimate the productivity of overhead and management? 
Normally in Holland, overhead costs for rent and 
administration are born by the general practitioners and 
are not charged to the various health insurance 
associations. Therefore, these costs are basically invisible. 
In Almere, overhead costs are visible and account for 15% 
of the total primary care budget. How can one determine 
if the 15% overhead costs in Almere are acceptable 
without a benchmark for comparison? 


The amount of money spent on primary health care in 
Almere is certainly more than the amount spent in the 
rest of Holland. Therefore, it is vital for the Almere 
project to justify its right to exist to its financing 
institutions, which include the public and private health 
insurance associations and the Ministry of Health. So far, 
the Almere project has justified its extra cost by pointing 
to its low referral rate and by arguing that it provides 
better quality care, but it has been difficult. Health 
workers in the rest of Holland complain about the extra 
money that is going into the Almere experiment and 
question the results, claiming that they could outperform 
Almere with a few more practical assistants and fewer 
patients per doctor. 


There are also inefficiencies in the Almere project because 
of red tape and the time staff spend in meetings (on 
average, 15% of the general practitioner’s time is spent in 
meetings), but on the other hand, money is saved because 
of coordination. It is still too early to make a final 
judgement on the cost effectiveness of the health care 
system in Almere. 


Quality of care 


There is certainly a higher guarantee of quality care in a 
health centre because no one likes their peers to think 
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that they provide poor quality care. This is a powerful 
stimulus. There is also definitely more opportunity to 
learn, not only because the employer gives you good 
post — graduate training opportunities, but because you can 
constantly share problems and know — how. This is true for 
all health centres. 


Teaching and Research 


Teaching has a low priority in Almere, with little financial 
stimulus to take students. In the fall of 1990, no doctor 
had a trainee, though some had student doctors. This is 
rather poor, considering that there were forty-five general 
practitioners working in Almere. However, research is 
continuously occurring to evaluate parts of the project and 
the entire project itself. 


Where Do I Stand? 


Personally, I have difficulties with the bureaucratic 
structure of the health care system in Almere and with the 
level of service delivered. I am certainly less enthusiastic 
than I was when I started, and I am convinced that 
general practice is something that requires a small scale 
set up. General practice suffers a little in big corporations. 
This I consider to be an important conclusion. 


Health centres, and also the parent organizations for a 
group of several different health centres, tend to focus on 
themselves instead of being focused on the patients and on 
the outside world. Strife may develop among the staff 
because of too much focus being placed on_ internal 
matters. 
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Conclusion 


It is beyond doubt that the goals of primary health care 
are just as valid for developed countries as they are for 
underdeveloped countries. Health care systems in 
developed countries should measure their success using the 
same yardstick and goals as were formulated in Alma Ata. 
The health care system in Almere has been reasonably 
successful in reaching the goals of the Alma Ata 
Declaration, but I doubt if the system in Almere will ever 
be generalized as a panacea for the rest of Holland. 


In short, the health care system in Almere has probably 
been successful in demedicalizing people, as shown by the 
lower rate of drug prescriptions, referrals, and hospital 
days among the inhabitants of Almere compared to the 
rest of Holland. In comparison with the rest of Holland, 
the program in Almere has also probably encouraged more 
coherence, community participation, health education, self— 
reliance, and home care and offers better quality care. 


Health centres rooted in the community, with workers who 
are accountable for the quality of care they deliver, are a 
powerful tool to provide preventive and curative health 
services. The division of tasks, the assistance and 
supervision of other professionals, and the continuous 
feedback, means that quality care is more assured than it 
is from professionals working alone. Quality and 
performance could: be further improved by monitoring 
health statistics and drug prescribing practices. The 
correction of irrational drug prescribing practices is 
certainly possible and should be carried out. But, it is 
important to be continually on guard against the devil of 
bureaucracy and the danger of people's energy turning 
inward instead of outward. 


Finally, the provision of good health services by health 
centres could diminish the burden on_ hospitals in 
developing countries, allowing hospitals to concentrate on 
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providing care to patients that need the services that only 
hospitals can provide. 
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Global Action Towards Rational 
Drug Use 


What is primary health care, as defined by the WHO, and 
what are its implications as regards to health systems and 
drugs? 


"Primary health care is essential health care based on 
practical, scientifically sound and_ socially acceptable 
methods and technology made universally 
accessible to individuals and families in 
the community through their full 
participation and at a cost that the 
community and country can afford to 
maintain at every stage of their 
development in the spirit of self-reliance 
and self—determination. It forms an 
integral part both of the country’s health 
S| system, of which it is the central function 
©) and main focus, and of the overall social 
Bie’ and economic development of the 
) community. It is the first level of contact 
of individuals, the family and community 
with the national health system bringing 
health care as close as possible to where people live and 
work, and constitutes the first element of a continuing 
health care process" (WHO, 1978). 


According to this concept, primary health care “is also an 
integral part of the overall social and economic 
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development of the community." It thus gives a whole 
new character and direction to the health system, in 
contrast to the more limited approach based on a system 
of health services alone. But it also includes a set of 
definite services and activities that must be provided to 
individuals and communities at the local level. At a 
minimum, it includes eight essential elements: "Education 
concerning prevailing health problems and the methods of 
preventing and controlling them; promotion of food supply 
and proper nutrition; an adequate supply of safe water and 
basic sanitation; maternal and child health care, including 
family planning; immunization against the major infectious 
diseases; prevention and control of locally endemic 
diseases; appropriate treatment of common diseases and 
injuries; and provision of essential drugs" (WHO, 1978). 


A well-balanced health system based on primary health 
care should meet the following goals developed by the 
WHO: 


mw "Encompass the entire population on a basis of equity 
and responsible participation, 


m@ Include components from the health sector and from 


other sectors whose interrelated actions contribute to. 
health, 


m@ Provide the essential elements of primary health care at 
the first point of contact between individuals and the 
health system, 


@ Support the provision of primary health care at the 
local level as an important priority, 


m@ Provide, at intermediate levels, the skilled and 
specialized care needed to deal with the more technical 
health problems requiring referral from the local level, 
as_ well as continued training and guidance for 
communities and community health workers, 


m Provide, at the central level, planning and managerial 
skills, highly specialized care, teaching for specialized 


Global Action Towards Rational Drug Use 


staff, the services of such institutions as _ central 
laboratories, and central logistic and financial support, 


@ Provide coordination throughout the system, with 
referral of problems between levels and among 
components whenever appropriate"( WHO, 1984). 


It is clear from this that primary health care is of central 
concern to all the components of the health system. It is 
not second-class care relevant only to rural areas or to 
poor people in cities and it is not a way of placing the 
whole burden of health care on the shoulders of 
individuals and of local communities. It involves, rather, 
the inclusion in the health system of individuals and 
communities as responsible partners with health workers 
and health institutions in the pursuit of common health 
goals. 


Drugs and Primary Health Care 


The primary health care strategy, as defined by the WHO 
and summarized above, shapes the way drugs should be 
made available and used throughout the health services. 
Drugs are an important element of primary health care 
and should be available at the first point of contact 
between individuals and the health system and at all 
referral levels. In addition, the Alma Ata Declaration not 
only stresses the importance of the provision of essential 
health care, including essential drugs, but specifies that 
"essential drugs should be made available at the various 
levels of primary health care at the lowest feasible cost" 
(WHO, 1978). 


The list of essential drugs is a "clearly formulated, 
immediately workable means of putting general 
recommendations, and inevitably often generic 
recommendations, into practice. The proposal was 
formulated by a panel of well-known experts from both 
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Third World and industrialized countries and was the 
result of a very extensive consultation of health and 
academic authorities. It was able to claim technical 
credibility (no substantial criticisms have ever been made 
of it), while at the same time carrying an attractive and 
easily intelligible message, namely that with fewer than 200 
cheap drugs the great majority of health problems can be 
dealt with very satisfactorily" (Tognoni and Laporte, 1985). 


The implications of the primary health care strategy for 
drugs can be summarized by two concepts: essentiality, 
including relevance to local health needs, and affordability. 


In addition to the principles for primary health care, the 
WHO strategy for drugs and primary health care was 
shaped by the very specificity of drugs compared to other 
goods. Drugs are not just another product. Four specific 
characteristics of drugs should be kept in mind when 
discussing the role of drugs in primary health care: 


m@ Drugs are a powerful though limited tool to improve 
health, 


@ Drugs should be available to all, 


m Drugs should be used properly as they are dangerous, 
and 


m@ Drugs should be accessible to all, although they are 
expensive items. 


Drugs as Tools to Improve Health 


Drugs play only a limited role in the improvement of 
health. We all know the public health history of the de- 
veloped countries, such as England, where the huge fall in 
illness and death since the early 1800s was caused by, in 
order of importance, improved living standards, better hy - 
giene, specific preventive measures such as smallpox vac — 
cinations, and only much later, curative measures such as 
the advent of antibiotic drugs (Sanders and Carver, 1985). 
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As in Europe in the 18th and 19th century, the diseases 
that account for 50%-90% of. illness and death among 
the poor in the underdeveloped world today fall into two 
main groups, nutritional deficiencies and communicable 
diseases, whose effects are often synergistic. 


Much of this ill health is not amenable to drug therapy. 
Although there is a positive, if limited, contribution to be 
made by medical technology in alleviating disease and 
suffering, the main qualitative improvements in health will 
come from prevention and from changes outside the 
medical sphere in the political, social and economic 
environment. 


It is therefore imperative not to give drugs a key role; not 
to reduce therapy to pills and potions, and not to promote 
the idea that there is a pill for every ill, which will 
reinforce the other common idea that health services are 
the most important factor in improving health. 


This is not easy. Modern pharmaceutical preparations are 
now part of the armentarium of medical practitioners and 
healers at every level. People throughout the world, in all 
forms of society, have great expectations of these "magic 
bullets". It is not only the demands of patients and 
society which push the doctor or any health worker into 
prescribing when drugs are available, but the fact is that 
prescribing in itself has a powerful symbolic effect. For 
many prescribers "it is prescribing which makes a clinical 
situation legitimately medical" (Foster, 1989). 


However, placing drugs in the correct perspective within 
the health services, including primary health care, can be 
partly achieved through the following activities: 


mw The inclusion of a drug policy within the health and 
primary health care policies of each country. The goal 
of a drug policy should be to develop, within the 
resources of the country, the potential that drugs have 
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to control common diseases and alleviate suffering. It 
is the first and most important step in a rational 
approach to an efficient and effective pharmaceutical 
system. The WHO has developed guidelines to assist 
countries in this undertaking. 


m The integration of the pharmaceutical supply system 
with the strategy for primary’ health care. 
Pharmaceutical supply systems, although vertical in their 
logistics, should be integrated with other activities such 
as the training and supervision of personnel at the 


periphery. 
m The development of persuasive and regulatory measures 


to change the behaviour of prescribers and patients 
towards drugs. 


m The training and supervision of health personnel to 
emphasize the role of preventive rather than curative 
care. 


@ The provision of health education programmes for the 
general public and for their communities. In most 
developing countries, people have no ready access to 
information on drugs and on the best ways to care for 
themselves. 


@ The careful avoidance of any mechanism, particularly 
financing methods, that will give an undue role to 
pharmaceutical products. 


Availability of Drugs 


Despite their limited role, pharmaceutical products are 
necessary, not only because some have life-saving effects 
but because their availability in health care facilities is a 
way of establishing credibility. The availability or lack of 
an adequate supply of drugs is often, for the population, 
an indicator of the quality of care. 
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Drugs are also important because very often, broader 
health-related goals cannot be pursued until credible 
health care facilities have been established. Essential 
drugs should not only be available in order for primary 
health care to succeed, but they should also be safe and 
effective. To this end, their quality must be assured. 


The WHO estimates that as many as 2.5 billion people 
worldwide, or half of the world’s population, have little or 
no regular access to essential drugs. The situation in 
Sub-Saharan Africa is even worse, since only one-third 
of the population there are thought to have access to 
essential drugs (WHO, 1988). The reasons for this situation 
are myriad. Some are linked to the operation of the 
pharmaceutical market while others are specific to the type 
of supply system, which can be private, public, or semi-— 
public. 


The private sector, which is on the whole expanding, tends 
to have a more efficient distribution system than the 
public sector. However, in most countries where private 
pharmacies operate, the income of the pharmacist is 
derived from a permitted profit margin added to the 
wholesale price. Hence there is no incentive to sell low— 
cost essential drugs, to promote the rational use of drugs 
or the awareness that drug therapy is not always required, 
or to establish a business in areas where the purchasing 
power is low. 


The government run system, usually under the Ministry of 
Health, is plagued with problems: internal and external 
pressures to order drugs which are not always the most 
needed, lack of expertise to evaluate real drug needs, high 
costs to provide services to all of the population and not 
just those who are easiest to reach, inefficient logistics, 
lengthy administrative procedures, lack of initiative and 
sense of responsibility, lack of resources and manpower, 
and corruption. As a result, resources still go towards the 
purchase of pharmaceutical products that do not meet the 
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priority needs of the population. It takes years for orders 
to be delivered because of the complexity of the 
bureaucratic labyrinth. Information systems do not work 
so drug quantities cannot be calculated. Storage conditions 
are poor, which means that drugs are wasted and quality is 
not secured. Transport is not properly organized and 
alternative solutions are not considered. 


What steps can be taken to secure the availability of 
essential, safe and effective drugs for primary health care? 


m@ Select and quantify drugs according to the health needs 
of the population and the available resources. 


m Purchase drugs under their generic name on _ the 
international market or locally by tender at the lowest 
possible cost, taking into account quality issues. 


m Maintain a proper storage and inventory system for 
drugs in order to minimize pilferage, spoilage and 
product expiration. 


@ Distribute drugs in the right quantities, at the right 
time and at the right price, while maintaining quality. 


In addition to the essential drugs list, the WHO has 
developed several other guidelines to help ensure the 
availability of essential drugs. These include guidelines on 
Good Manufacturing Practices, a certification scheme on 
the quality of pharmaceutical products, international 
pharmacopoeia, International Non-proprietary Names, 
basic tests, and how to estimate drug requirements. 


A number of countries have already taken advantage of 
these guidelines. The Central Medical Stores (CMS) have 
been rehabilitated and are able to provide a_ fully 
satisfactory service. Much work still needs to be done, 
however, before these countries have a fully adequate 
pharmaceutical supply system. This is not an easy task, 
given the existing economic conditions in many developing 
countries. An adequate drug supply system requires time, 
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political will, human and financial resources, strengthening 
of the infrastructure, capital investment for the construction 
and Tenovation of existing facilities such as warehouses, 
training of personnel at all levels, and external assistance. 


Although planning at the periphery is a necessity, the drug 
supply system cannot be totally decentralized. The centre 
has a vital role to play with respect to drug safety, quality 
assurance, procurement and logistics. It is unrealistic to 
think that district communities, in a decentralized system, 
would be able to supply themselves with drugs at low cost 
bought on the international market, monitor orders so as 
to avoid drug shortages, control quality, organize 
sometimes complicated custom clearance, and ensure 
distribution to the periphery. The resulting inefficiencies 
from a decentralized system would result in an increase in 
the prices paid by consumers. 


Proper Use of Drugs 


Drugs are too dangerous to be used irrationally and 
unnecessarily, and yet this is often the case. A healthy 
drug supply does not necessarily guarantee a healthy use 
of drugs. There is an expanding literature documenting 
extensive misuse of medicines in developed and developing 
countries. Drug prescription is often characterized by 
excessive and inappropriate prescribing. Too many 
unnecessary antibiotics are given and too many injections 
are used when oral preparations (or no drug at all) would 
have been appropriate. As a result, public and private 
money is wasted and there is an increase in iatrogenic 
disease and resistance to antibiotic drugs. The reasons for 
this situation are numerous and complex, but the limited 
diagnostic equipment available, the lack of objective 
information, and pressure from patients and the drug 
industry are undoubtedly significant factors. 
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In addition to irrational prescribing practices, patient non — 
compliance is also a problem, although this has not been 
thoroughly investigated in developing countries. Studies 
from developed countries suggest that the compliance rate 
is approximately 50%. It is likely, given lack of 
communication between prescriber and patient, low literacy, 
conflicting beliefs, and poor packaging, that compliance in 
developing countries would be even lower. A study on 
childhood diarrhoea in five countries has shown that 75% 
of the mothers were unable to say what drugs had been 
prescribed (except for oral rehydration salts) and how to 
use them (Foster, 1989). 


The cultural perception of a drug by the user is a critical 
determinant of its ultimate effect as a treatment. This 
cultural perception not only depends on the culture of a 
given country but also on how health is planned and 
oriented and on the participation of the community in 
health strategies. 


With increased access to drugs, which is one of the stated 
goals of primary health care, the misuse of drugs may 
increase. A vital question that has not received an answer 
is whether this increased access is on balance helpful or 
harmful, or even justified in terms of opportunity costs for 
poor families or countries. A comprehensive effort to 
ensure that drugs are prescribed rationally, delivered 
regularly and used appropriately is needed. Core activities 
include the selection of drugs for each level of the health 
system, training and supervision of health workers, patient 
education with adequate materials, regulatory control of 
drugs throughout the country, including the private sector, 
and research on the socio-cultural aspects of drug use. 


Approaching the drug supply system with an excessive 
emphasis on sales and financing may lead to over-— 
prescribing, the irrational prescribing of certain drugs and 
unnecessary prescribing; in short, to the over — consumption 
of drugs. Drugs which are known to be less essential are 
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sometimes used to subsidize more expensive treatments. 
This practice of promoting the use of more drugs for the 
objective of recovering costs may, in fact, create an 
unnecessary demand for drugs and curative services. The 
over—consumption of drugs may not only have serious 
consequences for the health of the population, but result 
in a major economic drain on scarce foreign exchange 
resources, since drugs are mainly bought with foreign 
exchange. 


Accessibility of Drugs 


Drugs, because of cost, can be out of reach for large 
segments of the population, when they should be accessible 
to all. They are not only out of reach in local currency 
but also in hard currency, which is a scarce commodity in 
many countries. How to finance drugs and who is going 
to pay are questions which must be addressed when 
implementing primary health care. 


How much should be spent on drugs? In 1984, in Kenya, 
provision of some 40 drugs to dispensaries and health 
centres cost an average of US$ 0.30 per treatment (MOH 
Kenya, 1984). In 1985, drugs cost about US$ 0.50 per 
treatment at outpatient departments in the district and 
provincial hospitals. Similar figures have been obtained in 
other African countries such as Gambia, Tanzania and 
Benin. An annual expenditure of US$ 1.00 would 
therefore be sufficient for three visits per year at the 
health centre or dispensary level and two visits at hospital 
outpatient departments. 


Nearly all countries are already spending at least US$ 1.00 
per capita on drugs and most spend much more. So, why 
are there never enough drugs available to treat the main 
diseases? The amount spent on drugs by each Health 
Ministry is, of course, much lower than the amount spent 
on drugs in each country. However, the limited funds 
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available to Health Ministries are very often not used to 
good effect. 


Before embarking on any cost—recovery scheme, the use 
of existing resources must first be improved and waste in 
the drug supply system reduced. The poor should not be 
required to pay for inefficiencies in the drug supply chain. 
Savings can be made through an essential drug policy, 
allowing more drugs to be bought for the same money. 
The WHO has estimated the potential savings from 
individual rationalization measures in each area. They 
range from 10% to 60% and sometimes even more 
(WHO, 1989). If additional resources are needed, then 
cost recovery can be contemplated, either directly from the 
patient at the time of the illness, as in Benin and Guinea, 
or indirectly, either before or after the illness episode, as 
in Burundi. 


Managerial skills and knowledge at all levels are clearly 
necessary in setting up drug revolving funds, but two 
aspects deserve particular attention: equity and 
sustainability. 


Equity 


The issue of equity in the provision of health care and 
drugs is central to the strategy of Health for All by the 
Year 2000. Every financing method should aim at 
decreasing the existing inequities in health. Whereas it is 
economically and socially important that people contribute 
towards the cost of their health system, this financial 
contribution must reflect their ability to pay. The fact 
that people are willing to pay for drugs and are paying 
substantial sums in the private sector to get the drugs they 
need does not mean they are able to pay for them; they 
simply have no alternative. The experiences of Peru 
(Gertler et al, 1987), Swaziland (Yoder, 1989), Ghana 
(WHO, 1989), Benin (PC, 1989), and Nepal (WHO, 1989), 
show clearly that demand is sensitive to price and that 


Global Action Towards Rational Drug Use 


price increases can cause people to leave the system. 
These people are often those most in need, such as the 
poor, women and children. The need for health care 
rarely coincides with the ability to pay for it. The health 
of the poor is particularly precarious due to inadequate 
nutrition, housing, water supply and sanitation. 


In most African countries the poorest 20% of the 
population have an average income of between $50 and 
$90 per person, of which only a small part, $15 to $40, is 
in cash. Exemption mechanisms for the poor should be 
introduced, but experience with these mechanisms is not 
very positive and identifying the poor can be an expensive 
exercise. 


Problems related to the over—consumption of drugs have 
been observed in a number of systems which recover the 
costs of the drugs and other operating expenses through 
the sale of drugs. Moreover, it is the sick in such systems 
who will support the major cost of the health services. 
The sicker you are, the more you will pay, and the more 
you will finance the health system. To expect the sick to 
pay perhaps three to four times more for drugs than their 
real value is both unrealistic and inequitable. People are 
certainly more willing to pay when they are sick but that 
may be the time when they are least able to pay. 


Sustainability 


Asking communities to entirely finance their drug supply, 
plus other costs, also has to be questioned for two main 


reasons: 


w Will sufficient revenue be generated? The answer is 
no. Small rural health centres in Guinea today, even 
without covering the poor or the cost of the drug 
supply system, do not recover their costs (Waty, 1989). 
In order to cover costs, the prices of the drugs would 
have to be multiplied by much more than the figure of 
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2.5 currently used, which will definitely put the drugs 
out of reach of the population. This method of 
financing may also contribute to increased inequalities 
within communities, between communities, and between 
regions. Community financing certainly has a role to 
play, but it has significant limitations and is by no 
means the only way of attaining or financing health for 
all. 


m Will this not lead to a related decrease in the national 
budget for health? The devolution of the responsibility 
for financing health care to the community level should 
not lessen the government’s responsibility to provide 
basic health services for all. In the present 
international climate, which shows little concern for 
equity and a lack of confidence in the process of 
development, we should be careful not to focus almost 
exclusively on economics rather than on the broader 
aspects of social development. In other words, we must 
not undermine the main breakthrough of Alma Ata; a 
sense of social morality (Bryant, 1988). 


The last, but not the least of our problems, is that of 
hard currency, without which there will be no drugs. 
Even the most efficient cost-recovery scheme will cease 
without convertible currency. How can an adequate and 
continuous flow of foreign exchange be secured in 
economies that are already strangled? 


The establishment of a comprehensive drug policy, which 
enables the development of an efficient national drug 
supply system, facilitates the secural of foreign exchange. 
The political will of today, which permits the allocation of 
foreign exchange, may not be the same in the future and 
present support for primary health care and essential drugs 
could disappear tomorrow. Therefore, stable financial 
mechanisms should be identified for both the national and 
international procurement of essential drugs. 
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Conclusion 


Drugs are a very important component of primary health 
care, but fraught with difficulties. In order to succeed, 
primary health care programmes should take into account 
all of the characteristics of this very special commodity. 
Whatever scheme is used, all of the elements should be 
examined in a systematic manner, as they are interrelated. 
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Integrating an Essential Drugs 
Policy into a Community Primary 
Health Care Programme 


Primary health care consists of a series of simple and 
effective actions aimed at improving the health of a 
community. It is an essential level of health care and a 
fruitful area for both medical and social 
research. The chief features of primary 
health care are the provision of easy and 
m direct access to both first-time and 
) long-term health care and the provision 
of early diagnosis and treatment. In 
addition, primary health care protects 
hospital services from inappropriate 
patients and _ protects patients from 
specialists and from unnecessary diagnoses 
and therapeutic procedures. Primary 
health care should be viewed as a means 
for general community development in the 
health field and mot merely as a 
mechanism for providing health care 
services. Indeed, effective and efficient 
implementation of primary health care needs firm political 
commitments that are influenced and guided by political 
philosophy. 
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What is Primary Health Care? 


Before going into a detailed discussion of the integration 
of an essential drugs program into primary health care, 
one must be clear about what constitutes primary health 
care and what are the main functions of a primary health 
care unit. These are: 
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The provision of on-going services by a primary health 
team that includes physicians, nurses, traditional birth 
attendants and social workers. 


Community involvement in planning, implementation 
and evaluation of primary health care and in working 
in collaboration with the primary health care team. 


Integrated hospital services which provide specialist 
care, investigative facilities for early diagnosis and 
treatment, and _ facilities for the treatment of 
complications and emergencies. Good hospital services 
are very important to primary health care because they 
improve the community’s acceptance of the primary 
health care system. The hospital should also be 
concerned with the quality of medical and _ social 
services in the area and its responsibility should extend 
beyond its walls into the community. 


Emphasis on the prevention of illness through 
vaccinations, personal cleanliness, exercise, diet and the 
prevention of environmental pollution. 


The establishment of a health care network which 
provides services in the communities where people live. 
This improves the quality of everyday life because 
people can avoid prolonged travel to obtain care for 
minor aliments. Networks also allow for the rapid 
treatment of minor conditions such as _ diarrhoea, 
scabies, bodyaches, and simple wounds and for the 
referral of patients who need specialist or hospital care. 


Integrating EDP into a Community PHC Programme 


Essential Drugs 


The selection of essential: drugs is very important. They 
should be selected from the abundance of pharmaceutical 
products available in the world market. There must be a 
clear | strategy for selection according to the following 
criteria: 


m The pathology encountered in the country or 
community. 


m@ The type of patient, for example children, pregnant or 
lactating women. 


w The level of training and knowledge of health workers. 


m The best possible compromise between safety, efficacy, 
cost and availability. 


The essential drugs list should be limited to drugs which 
can manage both common and rare diseases in a specific 
population. This list can vary between different countries 
or between different regions of the same country. A 
limited list of essential drugs also reduces the prescribing 
physician’s exposure to the promotional activity of 
pharmaceutical companies. 


The ability of a short list of essential drugs to treat most 
health problems is illustrated by Tables 1 and 2. Table 1 
(see page 118) lists the health problems seen at a primary 
health care unit in Bangladesh and Table 2 (see page 119) 
lists the drugs used to treat these health problems. Only 
16 closely—related drug groups are needed to treat 79.7% 
of the health problems. The data presented in Table 1 
also indicate that most health problems do not require 
specialist or hospital care. 
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Frequency of Health Conditions among Outpatients (OP) 
and Inpatients (IP) seen at one primary health care 
Unit in Bangladesh 


Table 1 


Condition 


Fever 22.6% 
Gastrointestinal diseases and 19.4% 12.0% 


acute abdominal conditions 
3. Tuberculosis 8.4% 2.5% 
4. Diarrhoeal diseases 7.7% 2.5% 
5 Otitis media, 12.6% = 

tonsillitis, boils, etc. 
6. Skin diseases and scabies 7.7% —= 
7 Malnutrition 4.8% a 
8. Respiratory tract infections 2.4% 6.5% 
9. Intestinal worms 2.6% i 
10. Eye diseases 1.8% 1.0% 
11 Urinary tract infections 

and kidney diseases 1.0% 4.5% 
12. Pregnancy and childbirth 0.6% 17.0% 
13. | Gynaecological (Leucorrhea, etc) 1.0% 2.0% 
14. Accidents and injuries 1.7% 26.0% 
15. Cardiovascular (hypertension) 3.8% 3.0% 
16. Cancer -- 2.5% 
17. Other 2.4% 19.0% 


100% 100% 


1 Not including 3,455 pregnancy and 27,184 child follow-ups and 1,026 diarrhoeal 
diseases followed and treated at the patient’s home. 


The Role of Community Health Workers in 
Prescribing Drugs 


The distribution of essential drugs at the patient’s home is 
an important part of the work of the community health 
worker. However, community health workers must 
distribute drugs as an integral part of their duties and 
functions, instead of acting solely as drug vendors. For 
several reasons, training community health workers to 
prescribe drugs improves overall health care: 


@ It improves the quality of everyday life by avoiding 
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Table 2 Frequency of Drugs Prescribed for the Conditions 
Specified in Table 1 


Percentage of all 
Drugs prescribed 


Drug? 


1. Paracetamol 22.3% 
2. Antacid 14.9% 
3. Penicillin 6.7% 
4. lron & folic acid 5.4% 
5. Ampicillin & Amoxycillin 3.9% 
6. Benzyl Benzoate & other skin preparations3.9% 
vg Metronidazole 3.3% 
8. Aspirin 2.8% 
9. INH 2.6% 
10. = Antiparasitic 2.6% 
11. Rifampicin 2.3% 
12. Thiacetazone & INH 2.2% 
13. | Contrimoxazole 1.9% 
14.‘ Tetracycline 1.8% 
15. — Antihypertensives 1.7% 
16. Diazepam 1.6% 
17. Others? 20.3% 
100.0% 


1 Does not include vitamin A capsules given to 27,804 children under one year, 
oral contraceptives given to 4,660 women and condoms given to 181 men. Oral 
Rehydration Salts are also not included because homemade versions were mostly 
used in the treatment of diarrhoea. 

2 Antihistamines, Antimalarials, Riboflavin, Oxytocin, Steroids etc. 


prolonged travel and waiting to obtain care for minor 
ailments and for common, simple conditions. 


It makes lifesaving drugs accessible to people. 
It prevents the under— and overuse of drugs. 


It gives access to early diagnosis and treatment. 


It helps to obtain reliable data on drug consumption, 
which assists the determination of cost — effectiveness. 
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Prescription practices for essential drugs should comply 
with the following guidelines: 


= Realistically consider the level of health care services 
which can be provided. This means that a paramedic 
could treat patients at their home, but the number of 
drugs that can be prescribed and used at home should 
be limited. More drugs could be prescribed at a 
hospital. 


m@ Consider the level of training of the health workers. 
The number of drugs that can be prescribed by workers 
with low levels of training should be limited. 


@ Be closely supervised. Otherwise community health 
workers could take on a curative role that is beyond 
their capacity, leading to possible misappropriation of 
medicines and funds. 


How to Manage Efficient Community Care 


Experience has led to a list of actions and rules which can 
help to provide efficient health care to a community: 


@ The list of essential drugs should not be very long and 
there should be different lists for various levels of 
health workers. No more than 12 drugs should be 
included in the list for a community health worker who 
provides the first contact in a patient’s home. 


@ Precise, clear—cut instructions must be given for the 
prescription of specific drugs. For example, Amoxycillin 
can be listed for childhood acute respiratory infections 
and iron and folic acid for anaemia during pregnancy. 


= A good understanding is necessary among the members 
of the primary health care team (doctors, paramedics, 
trained birth attendants, etc). 


m™ The accounting system should provide accurate figures 


120 


Integrating EDP into a Community PHC Programme 


on drug consumption, so that adequate drug supplies 
can be maintained at all times. 


m= There must be a graduated system of close supervision. 


The physical findings, provisional diagnoses and 
treatments should be recorded at all levels of the 
health care system. 


All staff must meet frequently to discuss their activities 
and problems. 


The population served by each community health 
worker should be relatively homogeneous and should 
not exceed 3000. 


Village shops can be allowed to sell a short list of 
drugs like paracetamol, oral rehydration salts and 
contraceptives. Sales should be supervised by the 
community health worker. The greatest concern is that 
the shop keepers will promote brands which give a 
better profit margin. Consumer demand for specific 
drugs such as antibiotics or steroids may also influence 
the shop keeper to sell these or other drugs which 
should only be available by prescription from an 
experienced health practitioner. 


The role of parallel sources of the supply and sale of 
drugs should be assessed. 


Training the Community Health Worker 


The task of training a community health worker is not 
easy. It requires close supervision, motivation, and good 
training. Sometimes the job becomes monotonous because 
the same jobs have to be faced every day. This may 
provoke community health workers to bypass their original 
responsibility. 


The work of community health workers largely consists of 
caring for problems and diseases which do not require 
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specialist facilities or experience. However, community 
health workers must have the medical and socio — medical 
skills to make the initial diagnosis. They have to decide 
what is potentially dangerous, what is minor, what has to 
be dealt with urgently, what can wait, what can be 
managed on their own, and what problems should be 
shared with other members of their primary health care 
team. Community health workers are also community 
development workers in a larger sense, though health is 
their major work. 


Primary Health Care in Bangladesh 
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In Bangladesh, primary health care workers are still 
thought to be able to provide personal care on a one— 
to—one basis while working on their own with little 
assistance or help from other health professionals. This is 
one of the main reasons for the failure of primary health 
care. Primary health care is only possible on a team basis 
and when it is integrated into the rest of the health care 
delivery system. 


The Example of Gonoshasthaya Kendra (People’s 
Health Centre): 


The community health workers of Gonoshasthaya Kendra 
look after patients in the community as well as in the 
hospital, though their main role is primary health care in 
the community. Each worker is responsible for between 
1,000 and 3,000 people. They work in the community for 
an average of 20 days per month and visit 10-15 families 
per day, completing one round of family visits every 
month. The community health workers are responsible for 
the following tasks: 


@ Registration of deaths and births. 
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Care of antenatal and lactating mothers. 
Prevention and treatment of night blindness. 


Identifying malnutrition in children through faltering 
growth, apathy, small size, thin arms, folding and 
wasting of buttocks, hair colour, and by measuring 
weight, height and mid—arm circumference. 


m@ Treatment of common ailments such as 
diarrhoea, scabies, fever, and minor injuries. 


@ Identification and treatment of childhood acute 
respiratory tract infections. 


@ Identification of medical and surgical emergencies and 
referral to the hospital. 


= Motivation for the use of contraceptives and their 
distribution. 


® Motivation for kitchen gardening and primary education 
for children. 


@ Follow-up of patients treated at hospital for 
tuberculosis, fractures, etc. 


m Campaigns for breast feeding and against adolescent 
marriages for women. 


m Health and nutrition education and help in_ the 
selection of locally available foods. 


During their home visits the community health workers 
carry the following items: 


m Registration and other cards, including death and birth 
certificates, antenatal care cards, immunization cards, 
medicine forms, patient follow-up cards, the Family 
Planning Register, and a checklist for acute respiratory 


infections. 


m= Minor equipment such as measuring tapes, a spirit 
lamp, thread for umbilical cord ligation, stitching 
needles, silk thread, cotton, bandages, and test tubes for 
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the identification and detection of albumin in urine and 
oedema. 


m= Drugs and related items such as iron and _ folic acid for 
pregnant women, paracetamol tablets, gentian violet, 
Whitefield ointment, vitamin A capsules, Amoxycillin 
syrup, vaccines (2-3 times a week), condoms, and 
contraceptive pills. 


m@ Seasonal vegetable seeds. 


The community health workers maintain patient records 
and lists of distributed medicines, and submit monthly 
reports on their activities and accounts. They receive new 
supplies each month. . 


Supervision and Follow—up of Community Health 
Workers 


There is a_ three-level supervision system at 
Gonoshasthaya Kendra. The supervision emphases guidance 
rather than finding fault. 


1. Senior community health workers, in addition to their 
work in the community, supervise junior workers by 
working with them, identifying their weaknesses, and 
teaching them on the spot. 


2. The senior community health workers are supervised by 
the person in charge of the community programme. 
This person may be a doctor. He or she also supervises 
the junior health workers. 


3. All doctors and paramedics from the main _ health 
centre and workers from subcentres meet once a month 
to discuss and analyze performance and to _ set 
programmes for the future on the basis of these 
discussions. The meetings can lead to a change in the 
mode of field operations. 
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Training of Community Health Workers 


At Gonoshasthaya Kendra basic training lasts one year. 
Most of the training is practical and takes place in the 
community where the new health worker will work. There 
the trainees learn communication skills, gain courage and 
confidence, and learn about the dynamics of money- 
lending and land distribution in the community and the 
community administrative structure. They also learn how 
to maintain records, fill in forms, give injections, and how 
to use common drugs such as contraceptives, iron and folic 
acid, and antipyretics. 


In the morning, new trainees accompany a _ junior 
community health worker and observe and learn by doing. 
In the evening, the trainees attend classes. Classroom 
training is mostly participatory and based on problem 
solving. The emphasis is on preventive health care, socio — 
economic aspects, and on gender disparities in health 
problems. 


Training is not restricted to mew trainees. It is a 
continuing process. The senior community health workers 
attend classes once a week as students and teach classes 
two or three times a week. Mid-level health workers 
attend classes three times a week and some of them also 
teach classes. 


Community health workers are trained to work in a 
particular community and in the hospital. The criteria for 
awarding incentives, promotion and yearly increments 
depends on the success of their activities in the 
community. 


Conclusion 


Adequate education and training for all categories of 
health personnel is a prerequisite for rational drug use. 
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Training should be continued throughout the career of all 
primary health care workers, including doctors, community 
health workers, nurses, and pharmacists. All health care 
workers should be taught to be selective and careful in 
their use of modern medical machinery and drugs in order 
to protect as well as treat patients. Medical academic 
institutions should teach the following subjects: 


m The risks and benefits of specific drugs and how to 
treat specific diseases both with and without drugs. 


m@ The managerial skills necessary for the supply and 
storage of drugs and the economics of drugs. 


m The pattern of a disease, its seasonal variation, its 
identification and its appropriate treatment with 
available drugs, keeping in mind that detailed 
knowledge of disease prevention is always preferable. 


The availability of essential drugs is a fundamental element 
of any comprehensive health care system. A continuing and 
dependable supply of essential drugs is still a priority 
concern. But the problem of the distribution of drugs 
cannot be isolated from problems with the health care 
system. The lack of primary health care infrastructures 
makes it more difficult to maintain an adequate supply of 
essential drugs and allows pharmaceutical companies to sell 
their drugs without any obstacles. The only way to 
properly distribute drugs is through organized health care 
services. There is no alternative. 
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The Bamako Initiative: Meeting the 
Health Needs of Women and 
Children in Sub-Saharan Africa in 
the 1990s 


The delivery of basic health services suffered considerably 
during the 1980s due to the severe economic crisis in 
many African countries. The sight of run—down health 
centres and hospitals, with demotivated health personnel, 
has become a common phenomenon. Health budgets have 
shrunk, with greater proportions of what 
is left being spent on _ staff salaries, 
leaving practically nothing for vital 
operational costs, such as drugs, medical 
supplies, training and supervision. This 
has been exacerbated in many instances 
by international donors heavily supporting 
capital investment costs without due 
concern for future operating costs. 


In many countries, people have lost 
| confidence in government-run facilities, 
1 due to the lack of drugs and the often 
negative attitude of health workers, whose 
salaries have lost up to 80% of their purchasing power 
and who have become increasingly abandoned in the 
absence of supervision and opportunities for professional 
development. Patients prefer to seek alternative forms of 
care for their ailments, often at a high cost to the 
household budget, or simply deny themselves proper care. 
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The public health delivery system itself has entered a 
period of crisis, deepened by the AIDS epidemic, with a 
detrimental impact on primary care for mothers and 
children. 


Faced with almost insurmountable odds, a call to action 
was nevertheless made in 1987 by the Ministers of Health 
of sub-Saharan Africa. The Ministers called for a return 
to the principles of primary health care in order to 
revitalize those services most urgently needed by 
vulnerable groups, namely mothers and children. The key 
was seen in rationalizing community spending on health in 
order to direct local resources into revitalized services but, 
at the same time, to make sure that no one was left out 
because of an inability to pay. The generation of local 
resources, under increasing community control, would 
ensure the availability of resources for drug supplies and 
other local operating costs. This call to action became the 
"Bamako Initiative", given that the Health Ministers were, 
at that time, in Bamako for the WHO Regional 
Committee Meeting. 


The Bamako Initiative Resolution 
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The final resolution, approved at the end of the Bamako 
meeting, stated the aims of the Bamako Initiative: 


@ To accelerate primary health care, 
m@ To give priority to women and children, 


@ To define and implement primary health care self— 
financing mechanisms at the district level, 


@ To encourage social mobilization for community 
participation in maternal and child health and primary 
health care, 


@ To enable communities to be principal partners in 
health care development, 
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™ To ensure the regular supply of essential drugs 
(UNICEF, 1988). 


Financing was seen. primarily in the context of 
Strengthening district health systems and was intended to 
be appropriate to local circumstances and to take into 
account all available resources, including essential drug 
supplies. The sharing of costs between government and 
communities would effectively broaden the _ resource 
availability for primary health care services in a district. 


The Bamako Initiative has continued to receive political 
support in Africa through the Organization of African 
Unity (OAU), showing that the will to tackle the 
deteriorating health situation in Africa is strong. The 
economic decision makers in several countries have begun 
to consider the Initiative as a central part of their 
economic policies for structural adjustment, given that 
cost-sharing in the provision of government services is 
rapidly becoming the norm in sub-Saharan Africa. The 
Initiative, since its inception, has evolved at the same time 
to play a critical role in focusing attention on maternal 
and child health care and in promoting quality service at 
an affordable price. 


The Bamako Initiative Resolution calls for the support of 
both UNICEF and WHO and for their help in mobilizing 
the necessary technical and financial resources that would 
be needed. 


Policy Agenda 


The Bamako Initiative includes a broad policy agenda 
which was developed by the Ministers of Health (WHO, 


1988): 


ws National commitment to universal primary health care, 
with emphasis on priority problems in maternal and 


child health, 
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® Incorporation of universal primary health care policies 
within long-term national plans and budgets, 


m Government commitment to continued and increasing 
financial support to maternal and child health, to 
primary health care, and in maintaining budget integrity, 


@ Decentralization of Ministry of Health management of 
primary health care to district and community levels, 


@ National commitment to ensure equity of access to 
maternal and child and primary health care programmes 
for the poorest sectors of the population, through 
measures such as fee exemptions, subsidies, additional 
budgetary provisions and links to income — generating 
activities, 


@ Policy provision for community participation in the 
management and financing of maternal and child health 
and primary health care, 


= Commitment to the local management of community 
resources with a proportion of funds generated at the 
local level remaining in the community, 


m@ Policies promoting essential drugs and the rational use 
of drugs. 


Key Components: Focus on Community Action 


The Bamako Initiative highlights four key components for 
the revival and extension of basic health services. 


Basic health services 


This is the central concern, as the premise is that an 
improvement in health status and the attainment of health 
goals can only take place if appropriate and timely health 
care services are easily accessible to the majority of the 
population. Therefore, the aim is to have well— 
functioning peripheral health centres and health posts at 
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the sub-district and village levels. Community health 
workers will support the system by providing basic services 
to people who are not within easy reach of these facilities. 
Maternal and child health clinics, provided by district and 
national hospitals and by urban health facilities, act as an 
important back-up to rural health facilities and as 
primary providers of care to the urban poor. The goal of 
building up capacity refers not only to an adequate 
physical infrastructure for the provision of services, but 
also to properly trained and motivated staff, as provider 
attitude is clearly one of the main variables in the 
determination of patients’ usage of services. 


Essential drugs and supplies 


The availability of essential drugs and supplies is another 
main variable in the credibility of services to patients. 
There are two basic aspects to essential drugs: the overall 
logistics of ensuring the availability of appropriate drugs 
and the assurance of their rational use. The latter largely 
requires an educational effort to change both provider and 
consumer habits. Consideration is also given to other 
supply needs such as_ vaccines, medical items and 
stationery, which are no less important than essential 
drugs. 


Financing of health services 


The economic crisis of the 1980s has pushed the issue of 
financing health services to the foreground. Much of the 
deterioration of health facilities and the decline in their 
utilization has been due to insufficient resources for the 
upkeep of both the physical infrastructure and staff. 


Community involvement 


Experience indicates that community involvement is one of 
the most challenging aspects of primary health care. 
Community action in health already exists in many places. 
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The long-term effect of community involvement is to 
increase the effectiveness of health services and the respect 
in which health staff and services are held. Community 
control, through local organization, is seen in the context 
of the community being a full partner in health care 
development with a responsibility to pay part of the costs. 
Community financing, managed by the communities 
themselves, can contribute effectively to the local costs of 
providing health services by covering some recurrent costs, 
such as essential drugs and supplies, operating expenses of 
local facilities and incentives for health workers. 


The Role of Drugs 
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Drugs are a strategic element of primary health care and 
of every level of the health system. The presence of drugs 
in health facilities improves the quality of service and 
helps motivate health workers. In addition, their constant 
availability in the system inspires confidence in the public 
who put considerable emphasis, misguided or not, on the 
curative powers of drugs, particularly injections. 


This is seen in the pervasive nature of self-medication. 
A survey of four chiefdoms in Sierra Leone found that 
between one-half and two-thirds of patients chose 
market drugs or native remedies as a first course of health 
action (Fabricant and Kamara, 1990). Those nearer to a 
primary health care unit, however, were more likely to go 
to the unit first (27.3%) compared to those living farther 
away (9.6%). Similar data have been reported for Ethiopia 
(Kloos, 1987). In Sierra Leone, drugs obtained from 
peddlers for malarial treatment generally cost less than 
those from health facilities, but this was often due to the 
purchase from peddlers of only a partial course of 
treatment of chloroquine or of some other preparation. 
The lack of sufficient cash could have been the cause of 
purchasing partial drug treatments. However, the data from 
Sierra Leone indicate that a primary health care unit can 
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provide the most cost-effective treatment, taking into 


account the cost of generic drugs for a complete 
treatment. 


The lack of any controls on the availability and use of 
drugs clearly represents a dangerous situation. One 
solution is to have accessible primary health care facilities 
which can always offer a limited range of appropriate 
cheap drugs that are administered by trained personnel. 
Restrictions in the range of available drugs have been 
found to improve drug use more than health worker 
training alone (Hogerzeil, 1989). No less important is 
public education in the use of drugs. Effective health 
services, combined with education, are central to the 
Bamako Initiative, which sees community management and 
control as a means to encourage local initiatives to 
manage and use essential drug supplies appropriately. 


The Role of UNICEF 


UNICEF has always endorsed the essential drugs concept 
as defined by the WHO. Essential drugs are those that 
satisfy the health care needs of the majority of the 
population and which meet requirements for 1) adequate 
quality (including stability and bioavailability), 2) efficacy, 
3) safety, 4) reasonable prices, and 5) constant availability. 
Also, UNICEF follows the related policies of the World 
Health Assembly. The WHO remains the specialised UN 
agency which defines technical recommendations and 
provides technical input whenever necessary. 


For many years, UNICEF has provided support and 
services to developing countries in the area of essential 
drugs. Historically, UNICEF assistance has been mainly 
linked to the direct supply of essential drugs and medical 
equipment. The UNICEF catalogue contains about 200 
generic items from the WHO model list of essential drugs. 
The 1989 value of drugs and vaccines supplied was 
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approximately $90 million US dollars. This has increased 
by 600% compared to 1984. Half of the 1989 value was 
for UNICEF Procurement Services that were extended to 
those governments or international organisations who 
requested and paid for them. 


Considerable UNICEF support for the Bamako Initiative 
has been channelled into training activities in drug 
management and in prescribing and dispensing practices. 
Benin, Guinea and Nigeria, for example, joined together to 
produce health worker training manuals to improve local 
management and to develop standard treatment flow charts 
to improve the diagnosis and prescribing skills of 
peripheral health workers. 


Households already spend considerable amounts of money 
on drugs. The rationalization of these expenditures on 
more cost-effective treatments and the control of funds 
by the community are two fundamental goals of the 
Bamako Initiative. The key is to avoid drugs assuming a 
greater importance than preventive action (Bennett, 1989). 
Experience in Benin, however, has begun to show that 
revitalized services with better quality care not only 
produce an increase in curative care but also in preventive 
care (ICC, 1990). Interestingly, in a recent evaluation of 
the Initiative in Benin, mothers who thought that revenue 
generated in the health centre was community property 
were more willing to pay for services, including drugs, than 
those who thought that the revenue was controlled by the 
government or by health workers (Benin MOH, 1990). 


This same evaluation also shows a relatively high degree of 
public dissatisfaction with essential drugs as opposed to 
injections, which has given rise to sustained debate on the 
possible use of placebos (such as vitamins) as an interim 
measure until a more widespread change in_ public 
behaviour on drugs is achieved. Action in_ public 
education in drug use, less prominent so far than other 
features of the Bamako Initiative, is clearly a priority area, 
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but one that is dependent on first building a network of 
Strengthened health services. Educational programmes on 
drug use will also have to contend with the potential 
Opposition of the many who benefit from selling drugs, 
including the private sector and, in some cases, health 
workers themselves. 


Issues in Financing 


The complexity of the Bamako Initiative cannot be 
underestimated, especially as it relates to the revitalization 
of existing government-run health services, as well as to 
closing the large gaps in access that currently persist and 
that require a doubling or tripling of capacity in order to 
provide a minimum of preventive and curative care for the 
majority of the population. Planning actions, while 
considering the implications of the four key components, 
will also have to consider a number of financial issues that 
are basic to the implementation of the Initiative. 


Government Commitment 


Several types of government commitment are necessary for 
the implementation of the Bamako Initiative. Financial 
commitment is fundamental to enable policy to be 
translated into action. Significant budget modifications as 
well as a long-term perspective are required in order to 
reorient budgets towards strategies to strengthen primary 
health care. Coupled to this is the need to secure foreign 
exchange commitments for future imports of drugs and 
other supplies, particularly in those countries with non— 
convertible currencies. Several countries, such as Sierra 
Leone, are initially using the local currency needs of the 
UNICEF office to provide equivalent amounts of foreign 
exchange for international procurement. Realistically, 
however, continued adverse economic conditions in Africa 
severely limit the financial obligations of governments, in 


135 


Stephen Jarrett 


136 


terms of both local currency and foreign exchange. This 
indicates that implementation of the Bamako Initiative will 
have to proceed at a carefully measured pace. 


Financial Status of Health Care Workers 


The financial situation of health care workers is linked to 
the financial commitment of the government. One need is 
to fund a minimally acceptable level of staffing for the 
services that are to be provided, taking into account that 
community involvement will substantially increase the 
demand put on health workers. Investment in human 
resources will, however, ultimately determine the level of 
success of the Initiative. A significant turn-around is 
required from the present situation in which health 
workers in many countries often do not even receive their 
salaries, or receive them very late, and therefore depend 
on other jobs, including private health practice. Low 
salary levels are an added problem, but are common to 
the whole civil service structure, so any move to address 
this issue would have wider implications beyond the health 
sector. The underlying need is to ensure that the health 
workers are motivated so that the demands for health care 
can be satisfied. In this regard, Uganda is seriously 
considering that community resources be used principally 
to pay the salaries of health workers with government 
funds used for supply and drug inputs, training and 
logistics. 


Access and Utilization 


Good estimates of access needs and utilization rates are 
required in order to plan and implement the Bamako 
Initiative. Access to primary health care is presently very 
poor. Many countries need to expand their infrastructure, 
particularly at the periphery, or introduce outreach 
activities as a transitional measure. One problem is that 
the low population density in many parts of sub-Saharan 
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Africa increases the cost of providing health care services, 
relative to other areas (Foster, 1987), thus exacerbating the 
situation with regard to resource needs. Limiting the 
Initiative to existing health facilities, often only down to 
health centres at the sub-district level, may not 
Substantially increase geographical access to health services. 
The arbitrary introduction of user fees has been followed 
by a decline in utilization rates. However, utilization rates 
increase when services for curative or preventive care are 
perceived to be of high quality, as witnessed in Benin and 
Guinea. 


Equity 


The possible exclusion of a considerable proportion of 
poor inhabitants in urban and rural areas, due to inability 
to pay, represents a continuing major concern in 
implementing the Bamako Initiative. The policy agenda 
explicitly provides for the development of measures to 
protect those who cannot pay. While it is true that there 
are traditional structures which act as a safety net, some 
evidence, such as from Sierra Leone, suggests that 
household assets are sold or money is borrowed to pay for 
health services. For example, one survey found that only 
50% of households in Sierra Leone had enough cash 
available to purchase a full drug treatment for malaria 
(Fabricant and Kamara, 1990). In a similar survey in 
Uganda, a much lower percentage of households (8%) had 
cash available for health care costs (Waddington, 1989). 
Selling assets was a common means of financing health 
care. Clearly, household contributions to health services 
need to be kept to the lowest level possible (Litvack, 


1989). 


In many situations, the health workers and community are 
aware of families who cannot pay, and provide for free 
treatment for them. Nevertheless, the issue of equity 
cannot be lightly dismissed as part of the community’s 
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responsibility. Instead, health care managers at all levels 
should be provided with ongoing information that will 
immediately detect exclusions due to inability to pay. 
Likewise, equity throughout the health system should be 
maintained, particularly with regard to the introduction of 
user fees in urban areas. Both fees and exemptions 
(including those for some chronic illnesses) should be 
reasonably uniform throughout the health care system, to 
avoid mass movements of patients to those facilities known 
to charge lower or no fees or which are perceived as 
providing a higher quality of service to patients who are 
exempted from payment. 


Community Financing 


No hard and fast rules can be established for community 
financing. Even if communities are expected to eventually 
contribute to the costs of essential drugs and local 
operating expenditures, full coverage of these costs may 
only be reached after a number of years, depending on 
the economic status of the community. Additionally, 
different communities will have different goals and levels 
of performance in community financing, thus requiring 
flexible approaches and support at the local level. In this 
regard, there are no preconceived ideas that any particular 
type of community financing is more advantageous than 
any other. User fees, charging for drugs, pre — payment 
and payment in kind all have advantages and disadvantages 
that need to be assessed in every locality in the light of 
local customs and past and current experience. 


Management of Community Funds 


Experience in Benin, Guinea and Sierra Leone has shown 
that community funds tend to accumulate in local bank 
accounts, especially if costs are only partly recovered in 
the beginning. There is often considerable reluctance to 
use the funds that are generated. This may, in part, be 
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due to unclear guidelines on their use or to the relative 
lack of experience and ability in the community with 
managing funds. There is also a risk that funds left in 
bank accounts will devaluate (particularly non — convertible 
currencies) and possibly even revert to the National 
Treasury, thus defeating the purpose of financial 
involvement by the community. Each country, during the 
planning stage, will need to clearly determine how funds 
should be managed and develop programmes to prepare 
communities to manage financial resources. 


Information Management 


Many of the above issues and concerns have implications 
for information management. Efficient management at the 
local level will require the use of information tools such 
as registration cards, charts, monitoring forms, stock 
reports, and accounting sheets, although care must be 
taken not to unduly overload health workers with 
mountains of paperwork. Conscious efforts to streamline 
paperwork, in order to efficiently produce the minimum 
acceptable amount of information needed for good book — 
keeping and transparency of financial management, will be 
a key to successful management and monitoring. 


The AIDS Epidemic 


Finally, there is every indication that the AIDS epidemic 
continues to spread rapidly through Africa, with adult 
infection rates of over 20% in some countries. The 
epidemic affects both mothers and children, with increasing 
numbers of AIDS orphans. This strains both national and 
community means to cope by over—burdening heaith 
services with long-term patients and reducing resource 
availability for local development. Communities in high 
HIV —infection areas will be less able to be partners in 
the management and financing of health services while 
being more in need of health care support. This creates a 
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different environment for the revival and extension of 
health services, inevitably leading to a long-term 
dependency on external support. 


Women and Health 


The central aim of the Bamako Initiative is to improve 
access and increase the quality of maternal and child 
health services. Women are vital to community 
development in sub-Saharan Africa. They head 30% of 
rural households, produce 60% of household food, and 
generate a third or more of household income. Good 
health services for women and support for pregnancy and 
child care are necessary to help women provide for their 
families and communities (Jiggins, 1989). 


In respect to financing, the concept of "ability to pay" is of 
concern because it is addressed to the family unit whereas, 
in reality, it is often the woman, either as the head of the 
household or as the person responsible for the children, 
who is required to pay for the cost of maternal and child 
health care from her own funds. In addition, family and 
social structures still often deny women decision — making 
roles in community organizations, so that women, though 
beneficiaries, often have to contribute financially to 
organizations over which they have no input. 


Programmes for maternal and child health care are, 
nevertheless, seen as one definite way to break through 
the barriers confronting women and to move towards a 
real change in their situation. Maternal and child health 
care services are commonly the most frequently used 
service of primary health care, particularly of out — patient 
care. There are several aspects to maternal and child 
health care: 


@ Education of families on mother and child health, 


m Prevention of risks before pregnancy, 
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@ Essential obstetric care, including ante-natal, labour 
and post-partum care, and the identification and 
referral of high risk pregnancies and complications, 


Birth spacing and family planning, and 


Child care, including perinatal care, especially for low 
birthweight babies; growth monitoring and promotion, 
immunization, nutrition, and the care of sick children. 


Initial Positive Results 


The Bamako Initiative builds on many long standing forms 
of community initiative. Indeed, since the Initiative was 
launched, more and more cases of similar community 
initiatives have been discovered in virtually every country 
in Africa. Non-governmental organizations, especially, 
have had a wide range of experience in the provision of 
basic health services based on user financing. 


Three years after the Bamako Initiative was launched, the 
core group of Bamako Initiative countries consists of 12 
countries: Benin, Burundi, Cameroon, Equatorial Guinea, 
Guinea, Kenya, Mali, Mauritania, Nigeria, Rwanda, Sierra 
Leone and Togo. Several more are involved in preparatory 
activities. The approach has begun to prove that it is a 
viable and timely response to health needs in African 
countries, where, on average, only 50% of the population 
has access to health care services. 


Benin and Guinea 


For several years, primary health care projects in different 
parts of Benin, financed by the governments of Germany, 
the Netherlands and Switzerland, have recovered a 
percentage of the cost of drug and _ local operations 
through user fees. Benin has built on its experience and 
has securely established a pricing system and the necessary 
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mechanisms for the local management of drugs and 
finances. The Bamako Initiative is already being 
implemented in 100 community health centres and in 50 
district health centres. Data from 44 health centres, which 
have benefitted from a process of revitalization, show 
twofold increases in the utilization of preventive care and 
threefold increases in the utilization of curative care 
between 1987 and 1989. Similar increases in utilization are 
seen in Guinea, where work has already begun in 101 
health centres. Communities in both countries have been 
able to cover local operating costs in partnership with the 
Government, which contributes staffing and supervision, 
and in partnership with donors, who provide supplies, 
equipment and training costs. 


In Benin and Guinea, the user charges per consultation, 
including full treatment with essential drugs, have so far 
averaged between US$ 1.10 and US$ 1.37. These charges 
finance approximately 45% of the total costs of providing 
local health services. These charges are far below the cost 
that would otherwise be incurred through a mix of 
traditional healing plus the purchase of drugs in private 
pharmacies. As seen by the rising utilization of services, 
the cost has been considered to be affordable by a 
significant proportion of the population. Community 
health committees are taking a lead role in organizing and 
managing these initial efforts to revitalize basic health 
services. 


Guinea is probably the most advanced country in 
implementing the Bamako Initiative, although the initial 
phase has concentrated on establishing fully functioning 
health centres at the sub-—prefecture level. Village level 
outreach is planned for the future, but full coverage, 
including the eventual establishment of village health posts, 
will only be possible after several years. The incorporation 
of Conakry, the capital, into the programme has posed 
problems for which solutions are being sought. 
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Burundi 


In Burundi, an existing pre-payment system will be 
continued, with families paying in advance for health cards, 
although careful monitoring of this will take place to 
ensure its effectiveness. Health care will remain free for 
children under five years of age, thus creating an incentive 
for families to follow appropriate child health practices. 


Cameroon 


The Government of Cameroon is taking advantage of a 
relatively extensive health infrastructure consisting of health 
committees at each level, village health committees, and a 
specialised semi-autonomous national pharmaceutical 
company. Some experience in community financing exists, 
with support from German, American and Belgian bilateral 
assistance and from non-governmental organizations. A 
national commission has been formed with UNICEF and 
WHO support, and initial implementation will begin in 22 
health centres located in three regions of the country. 


Equatorial Guinea 


A gradual expansion of the primary health care network is 
planned in Equatorial Guinea as of 1991 under the 
guidance of a national technical committee in which both 
WHO and UNICEF participate actively. Intensive staff 
training has taken place at central and district levels in 
anticipation of start—up action, and supply systems are 
being strengthened, consolidating the Expanded Program 
on Immunization (EPI). 


Kenya 


The Bamako Initiative in Kenya centres on community 
action to rapidly improve access to basic primary health 
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care. The project will initially operate in six districts over 
the next four years. Alliances between village health 
committees and community health workers will be 
strengthened through the opening of community 
pharmacies. Health workers will be trained to handle a 
small number of drugs for the most pressing health 
problems in the community. The pharmacies will provide 
sustained supplies of essential drugs at affordable prices, as 
well as allowing for small incentives to be paid to the 
community health workers. Linkages to the formal health 
system will be cemented by strengthening the rural health 
infrastructure and by closely supervising health work in the 
communities. 


Mali 


Since the signing of the Bamako Initiative Resolution in 
1987, Mali has shown a great interest in moving ahead 
with preparatory actions. A number of studies of drug 
supply and health financing mechanisms have been 
conducted and these have contributed to _ policy 
development for the Bamako Initiative. The World Bank 
has recently entered into loan negotiations with Mali for 
consolidating pharmaceutical management and strengthening 
primary health care in five regions. These projects will 
follow the recommendations of the Bamako Initiative and 
will be mutually supportive of projects planned by 
UNICEF in collaboration with WHO. The concerns of 
both UNICEF and WHO aare focused on _ affordable, 
accessible primary health care, particularly for people who 
have, so far, not been reached by primary health care 
services. Several issues still need to be solved, such as 
how to remunerate health workers and how to establish 
mechanisms for supporting primary health care in very low 
income areas. 
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Mauritania 


Strong political commitment to implement the Bamako 
Initiative exists in Mauritania. A national coordinating team 
has been established, with active participation from many 
sectors of Government, UNICEF and WHO. Initial 
planning has designated a demonstration area for 
implementation, initially covering two regions in the 
country: Oued Naga and Kankossa. The projects will be 
extended between 1991-1994 and will be linked to a 
comprehensive plan, under collaborative development by 
the World Bank and the African Development Bank, for 
the support of the health sector. The comprehensive plan 
emphasizes an adequate drug supply, actions to strengthen 
the National Public Health Training Centre, management 
Structures within the Ministry of Health, and the health 
infrastructure in four regions, plus the capital, Nouakchott. 
A range of charts on prevention, hygiene, pregnancy 
supervision, treatment and management have been 
designed, including charts for illiterate workers. The charts 
are used in the villages by the community health workers, 
after 30 days of training. They are also used by the village 
health management committee, which assists the community 
health workers and manages essential drug stocks. 


Nigeria 


Nigeria has recognized the relevance of the Bamako 
Initiative to their effort, begun in 1986, to rebuild their 
primary health care system. Four pilot projects have been 
started in local government areas. In addition, Nigeria has 
initiated negotiations with the World Bank for a major 
loan to strengthen the purchasing, logistics, quality control 
and regulatory aspects of essential drugs management in 
four states. The key financial objective of the Bamako 
Initiative in Nigeria is to ensure financing of essential drug 
supplies in local government areas and to provide a basis 
for strengthening primary health care management. A 
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major constraint concerning any financing system based on 
essential drugs in Nigeria is the long-term availability of 
the foreign exchange required to purchase essential drugs 
at internationally competitive prices. 


At higher levels of the health system, Nigeria already has 
a policy to exempt indigents from payment at public 
hospitals and clinics for specified conditions such as 
leprosy, tuberculosis and sexually transmitted diseases. The 
issue of equity and protection of the very poor has also 
been discussed at the village level. Most communities that 
were consulted have felt that the criteria for exemption 
could be left to them to decide, as villages have specific 
traditions for aiding the indigent. 


Rwanda 


Considerable preparatory work on the Bamako Initiative 
has already been undertaken in Rwanda. Various existing 
pre-payment schemes for health financing have been 
examined for possible adaptation on a wider scale. A 
major review of the pharmaceutical sector is underway to 
establish a complete system for the selection, procurement, 
distribution and use of essential drugs. A National 
Commission for the implementation of the Initiative, 
including UNICEF and WHO participation, is guiding the 
work underway. Eventual collaboration with other donors, 
such as French, German and Belgian bilateral assistance, is 
planned in order to broaden the means to strengthen 
primary health care in Rwanda. 


Sierra Leone 


The Government’s primary health care efforts in Sierra 
Leone have been firmly reoriented towards the principles 
of the Bamako Initiative and has led to an update of the 
National Primary Health Care Action Plan. Nation — wide 
primary health care coverage is being phased in, district by 
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district. By the end of 1990, seven of the country’s 12 
districts and the Western Area (containing Freetown) will 
have begun implementing primary health care according to 
the Bamako Initiative strategy, with cost sharing as the 
financial basis for action. Full country coverage is planned 
for 1995. The first step is to strengthen existing primary 
health units in the country through the provision of basic 
equipment and an initial supply of essential drugs. Other 
maternal and child health components will then be 
introduced gradually, beginning with growth monitoring and 
promotion and maternal care. This will be followed by the 
control of diarrhoeal diseases, improved nutrition and child 
spacing. The three primary health care components that 
are already national in scale (EPI, essential drugs, and 
water and environmental sanitation), as well as the strong 
logistics system established by the EPI and essential drugs 
programme, provide a solid base for the introduction of 
other interventions. Eventually, 700 primary health units 
will be fully functional, providing access to basic health 
services for 90% of the population. 


Togo 


Togo approached the Bamako Initiative with an in — depth 
assessment of the primary health care situation, particularly 
at the district level. The country has a_ relatively 
accessible health infrastructure, which provides coverage for 
around 60% of the population, and a well-established 
organization for health development through district health 
committees. Only around 35% of women, however, 
receive regular maternal care and 45% attend clinics for 
childbirth. The Initiative, therefore, aims to strengthen 
peripheral health services through greater community action 
in. management and financing, leading to greater 
sustainability. Training has taken place both at national 
and district levels in preparation for implementation in an 
initial 29 sub—districts. Eventually, 380 peripheral health 
units will be strengthened to provide essential maternal 
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and child health care, in line with local epidemiological 
patterns. Essential drug lists have already been 
established. Seven essential drugs are to be managed at 
the village level and 27 essential drugs will be managed at 
the sub — district level. 


Future Prospects 
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Reaching Health Goals through Strengthened 
Services Delivery 


The continued political support of all African countries for 
the Bamako Initiative is of great significance and enhances 
the need to concentrate efforts and mobilize additional 
resources. Furthermore, the attainment of the Health for 
All goals will be largely dependent on the degree to which 
accessible, affordable and appropriate health care is made 
available to the population. Existing health infrastructures 
not only need to be fully functioning, but expanded to 
cover the 50% of the population in sub-Saharan Africa 
without access to health services. This is the central 
challenge of the Bamako Initiative; to move forward from 
the positive results already being achieved in the core 
group of countries. 


The Freetown conference of September, 1989 on 
Community Financing in Primary Health Care, with 
sponsorship from UNICEF, HAI and OXFAM, strongly 
recommended increased attention to operations research 
(HAI 1989). This was mainly addressed towards the 
following key questions concerning the Initiative: 


@ Role of Village Health Workers/Traditional Birth 
Attendants, 


= Cost—effectiveness of service delivery strategies for 
maternal and child health care, 
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= (igh ae pa of different methods for supplying 
rugs, 


@ Financing and managerial feasibility of drug 
management systems, 


Rational use of drugs, 


Effectiveness of health education to rationalize drug 
use, 


Feasibility of drug management at the community level, 


Influence of the Bamako Initiative on maternal and 
child health care coverage and service utilisation, 


m@ Appropriate methods to link the community and the 
programme, 


Affordability and equity of access to services, 


Pricing levels and systems to maximize community 
involvement without deterring people from _ using 
services, 


® Most effective financing mechanisms. 


Several countries, such as Benin, Mauritania and Sierra 
Leone, have begun operations research. However, a more 
comprehensive and _ sustained approach to operations 
research will be one of the priorities for the next several 
years. It is necessary to analyze both successes and failures 
in order to establish sustainable programmes into the next 
century. 


Financing and other issues will continue to provide 
constraints to action. The most critical of these concern 
human resources development, particularly the recruitment 
and motivation of field—level health workers. New 
methods for paying salaries and ensuring in — service 
training and supervision will have to be found, within a 
greater move towards decentralization and community 
control. Essential drugs will remain a focal point of the 
Initiative in order to attract and sustain local investment 
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by communities. Educational efforts to promote the 
rational prescribing and use of drugs will need to be given 
more attention in order to reduce potential hazards as well 
as to increase the cost — effectiveness of local investment. 


Cost Sharing Partnership of Government, 
Community and Donors 


The Bamako Initiative can only work with the committed 
effort and active partnership of governments, communities 
and donors. It is necessary for every country to gather 
together all the local, national and _ international 
participants in health care development in order to analyze 
how universal accessibility to primary health care can be a 
reality by the turn of the century. To date, UNICEF has 
already contributed over $US 24 million for activities 
under the Bamako Initiative. 


The composition of this partnership will vary according to 
national circumstances. For example, in _ better —off 
countries, national governments, together with local 
communities, are expected to provide most of the 
financing, with donors concentrating on the poorest 
segments of society and those without prior access to 
health services. However, donors will have to assume a 
major financial burden in order to meet the needs of 
countries hard hit by economic recession and the AIDS 
epidemic. The needs of these countries exceed the normal 
levels of support, both in type (including recurrent costs) 
and quantity, given the low financial capacity of the 
governments and the large proportion of low-income and 
even destitute families. 


A critical factor in the next decade, if significant progress 
is to be made, will be the level of international solidarity 
in support of methods to increase local empowerment in 
health and renewed government commitment to provide 
basic health services to the majority of the population. 
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Short — term Support of vertical interventions will have to 
give way to long-term international commitments to a 
broad — based delivery of health services, aided by 
improved information management to provide solutions to 
key issues and monitor progress towards "Health for All by 
the Year 2000". Encouraging news in this regard has 
recently come from the second UN Conference on the 
Least Developed Countries, with potential increases in 
yee oa aid for the poorest nations, including 28 in 
rica. 
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Ensuring Rational Drug Use in the 
Context of Primary Health Care 


The provision of essential drugs is only one of the 
elements of a comprehensive primary health care system. 
Health Action International (HAI), though an organization 
that mostly works on drug-related problems, does not 
believe that the provision of drugs is the most important 
element of primary health care, nor should it be the 
central element. In fact, any mention of the rational use of 
essential drugs is remarkably absent from the main body 
of the Alma Ata Declaration on primary 
health care. It is only in Point 14 of the 
detailed recommendations or ~ the 
Declaration that any attention is paid to 
the rational use of drugs (WHO, 1978). 


Declarations of this sort tend to become 
H set in stone and, unfortunately, it is not 
normally possible to add amendments 
after the benefit of experience. There are 
probably many people who would like to 
tell Moses that he missed a_ vital 
commandment. One of the most 
important things that we have learnt from 
experience over the last ten years is that 
we cannot afford to assume that essential drugs, once 
available, will automatically be used rationally and that 
inessential drugs will then magically fade from the scene. 
The provision of essential drugs has to be accompanied by 
measures, at all levels of the health care system, to 
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encourage and promote the rational use of drugs, including 
essential drugs, and to discourage irrational use. 


Steps to encourage rational drug use are frequently 
countered by established, though irrational, patterns of 
drug use and excessive and misleading drug advertising, 
both of which have negatively influenced health and 
undermined attempts to change health policy. Of all the 
elements of primary health care, the provision of drugs is 
most clearly determined by commercial concerns and the 
drive for large profits. If health considerations were of 
prime importance to the pharmaceutical industry, we would 
not face a situation today in which hundreds of 
antidiarrhoeals are sold on the world market. If the 
industry was in the hands of those who had sworn to 
abide by the Hippocratic oath, and not in the hands of 
marketing men, we would not have a situation in which 
children in developing countries have a degree of 
resistance to antibiotics which is a health hazard for the 
future. A recent survey of antibiotic resistance in 
developing countries found that all but one of 41 children 
screened in Caracas and all but two of 53 in Qin Pu 
(China) carried resistant strains of E coli (Lester et al, 
1990). 


HAI fully supports the global essential drug strategy 
developed by the WHO, but is convinced that this strategy 
can only work if activities concentrate, not only on 
providing essential drugs, but on reducing the number of 
drugs available and on getting rid of inappropriate and 
ineffective drugs in both the private and public sector. 
Furthermore, once these steps have been taken, it is 
important to ensure that the remaining essential drugs are 
used rationally. This has turned out to be a more complex 
and difficult task than first envisaged. For example, though 
the drug policy of Bangladesh, and its new health policy 
announced in 1990, have set an example for the world, a 
recent survey of prescribing practices for children in 
Bangladesh showed that far too many prescriptions, 145 or 


Ensuring Rational Drug Use in the Context of Primary Health Care 


72.5% of 200 sampled, contained antibiotics (ARDA, 
1990). Sri Lanka has also had some success in rationalizing 
its drug market, yet a survey of prescribing practices found 


that 85% of prescriptions were for three or more drugs 
(ARDA, 1990). 


Rational drug policies and rational drug use are an 
important part of primary health care in both developing 
and industrialized countries, but the consequences of 
irrational drug use are much more serious in a situation of 
extreme scarcity. Unfortunately, the number of countries 
affected by extreme scarcity has increased in the past 
decade. In September of 1990 the International Monetary 
Fund (IMF), the World Bank, and the United Nations 
Conference on Trade and Development (UNCTAD) all 
published reports which confirmed the continuing flow of 
capital and resources from developing to industrialized 
countries. The consequences of this flow for the world 
economy, and of course in particular for developing 
countries, are likely to be disastrous. A prior conference 
held in Paris to consider the situation of the Least 
Developed Countries (LDC) heard grim evidence of the 
widening divide between the richest and the poorest 
nations. The number of LDCs, defined as countries with 
per capita incomes under US$ 240, had increased from 28 
countries at the beginning of the 1980s to 42 countries at 
the end of the decade. The WHO estimates a per capita 
health expenditure of $5 per year for LDCs, compared 
with expenditures of up to $2000 per capita for 
industrialized countries. 


The Problem: A Case History 


A case history illustrates both the problem and provides 
some ideas about the possible ways for HAI and other 
organizations to assist the move forward from irrational to 
rational drug use. The case history concerns an anonymous 
mother who took her child, a one-year-old male 
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suffering from severe diarrhoea, for treatment at a major 
hospital in India. I became aware of the story from an 
article in the Indian Medical Journal and _ through 
discussions with a paediatrician who worked in the 
hospital. 


The story, at first sight, is simply a horror story — 
another of those frightful but far too common examples of 
extremely inappropriate prescribing practices. However, my 
purpose is not to tell another horror story but to make 
some serious points, and I want to emphasis that the 
paediatrician with whom I discussed this case did not 


Tegard it as exceptional or extreme. 


The examining paediatrician gave the mother the following 
prescription to treat her child’s diarrhoea (Phatak and 
Anand, 1990): 


Profuse amounts of oral liquids 
Chlorpromazine: 1 tablet if necessary 
Mucaine Gel: 1 teaspoon 3 times a day 
Genogyl: 1 teaspoon 3 times a day 

Strepto Magma: 1 teaspoon 3 times a day 
Syrup Protussa: 1/2 teaspoon 3 times a day 
Lomotil: 1 teaspoon 3 times a day 


Pepsulin O: 1 teaspoon 3 times a day 


Imodium: 10 drops after each motion. 


It is mot necessary to discuss each of these drugs 
individually, except to note that both Protussa and Pepsulin 
O contain a form of opium and Lomotil contains a 
pethidine substitute. Anyone with a basic familiarity with 
drugs and medical practice will recognize the preposterous 
nature of this prescription by the number of drugs, the 
number of different antidiarrhoeals, the "one tablet if 
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necessary" which specifies neither frequency nor dosage, 
and the dosage of imodium which alone could be a risk to 
the health of a sick one — year — old. 


How then does a prescription such as this one happen? 
For more than a decade enormous amounts of money and 
resources have gone into conveying the simple message 
that children with diarrhoea do not require drugs but that 
their lives depend on the replacement of fluids and salts. 
Who has the power to intervene to change this situation? 


@ The Government? In India, the government has not 
introduced a rational drug policy and allows an 
estimated 60,000 drugs onto the market, in spite of the 
fact that the whole Indian drug policy was reviewed 
and renewed only recently. 


m The pharmaceutical industry? The industry lobbied 
intensively against any attempts to introduce a rational 
drug policy in India and are doing the same in other 
countries which are attempting to change their drug 
policies. The industry continues to promote 
inappropriate and irrational drugs to both prescribers 
and to the public. 


= The medical education system? The system places too 
little emphasis on teaching good prescribing practices 
and does not meet the challenge of providing 
independent information on drugs to practitioners. 


mw Prescribers and health care providers? Health care 
workers frequently dispense drugs without carefully 
assessing correct usage and need. 


= Consumers? Consumers have allowed the development 
of a health care system in which they are passive 
recipients of health care. 


The failure of government, industry, the medical system, 
and health care consumers to ensure the rational use of 
drugs means that children will continue to die; not 
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because of a lack of expensive medical care, but because 
they receive inappropriate medical care. 


The Way Forward 


Fortunately, the story of the Indian mother and child has 
a good ending. To quote from the article: 


"The mother did not follow the prescription and 
consulted another paediatrician. The child was given 
oral rehydration and food and made an _ uneventful 
recovery." 


This ending provides room for optimism and points to 
several ways to move forward from irrational to rational 
drug use. 


An Educated Population 


The first major reason for optimism from this story is 
based on the actions taken by the mother. The mother’s 
critical appraisal of the doctor’s prescription was the key 
to the safety of her baby’s health. 


However, the mother must have been a rather exceptional 
woman. It takes considerable guts to question a medical 
specialist's advice if the health of your baby is in question. 
It is also difficult for a sick adult to be a critical and 
informed consumer. Therefore, it is important to have 
adequate quality controls and regulations to ensure that 
only effective drugs of a guaranteed standard are on the 
market. 


Good regulations, though necessary, are not sufficient by 
themselves. It is also vital that the consumer is well — 
educated and capable, like the woman in this case history, 
of recognizing a clearly unsatisfactory prescription. 
Furthermore, good drug regulations alone will not lead to 
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rational drug use if people are convinced that the quality 
of a prescription can be measured by the number of drugs 
prescribed and preferably given through an injection. The 
rational use of drugs will not be achieved unless people 
develop a good understanding of health and of what drugs 
can and cannot do. 


HAT groups can help to promote rational drug use by 
working in their own communities to fundamentally affect 
people’s attitudes. This can be done by producing simple 
printed materials, working with the media, organizing 
discussions at the community level, or working, as BUKO 
does, through street theatre. One of the Indian HAI 
groups publicizes rational health issues through people’s 
science marches which use dance, mime and _ puppet 
theatre. These initiatives are important and most 
successful when they are developed and followed through 
at the community level. 


Changing Prescribing Practices 


The second major reason for optimism as a result of this 
story is that the second doctor did not just give the 
mother an appropriate prescription, but was able to reduce 
the chance of similar prescriptions occurring in the future 
by referring the case to the recently established 
prescription audit group within the hospital. The 
prescribing doctor was, at least in some sense, brought to 
account. 


Both developing and industrialized countries are taking 
measures to promote rational prescribing. Formularies, 
therapeutic guidelines, or limited drug lists are used 16 
influence prescribing in advance and the monitoring and 
auditing of prescriptions are used to retrospectively 
evaluate prescribing practices. Providing independent 
sources of both written and oral information on drugs to 
doctors can also have a significant effect on prescribing. 
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Controlled trials have shown that the most effective way to 
influence a doctor’s prescribing pattern is the one-—to- 
one technique employed by _ pharmaceutical sales 
representatives. We are learning, belatedly, to use this 
technique to counter the promotional activities of the 
pharmaceutical industry. HAI groups in all regions of the 
world are involved in initiatives such as these to promote 
rational prescribing practices and, just as importantly, in 
helping to spread information on how to set up and make 
these initiatives work. 


Withdrawal of Inappropriate Drugs 


The third reason for optimism as a result of this story is 
that some of the drugs listed in the prescription, and other 
drugs of doubtful value, are disappearing from the market 
as a result of pressure by consumer health groups. In 
June of 1990, Johnson and Johnson announced that it was 
withdrawing paediatric formulations of imodium. In 1989, 
Wellcome announced the withdrawal of its popular 
antidiarrhoeal ADM, a best-seller in Africa. These drugs 
were not withdrawn because the companies suddenly 
realized that they were medically inappropriate (the 
medical evidence has been available for years), but 
because the publicity their products were attracting was 
making them feel uncomfortable, and quite simply was bad 
for business. 


HAI members in Asia, Africa, Latin America and Europe 
were important participants in the campaigns which led to 
the withdrawal of paediatric formulations of imodium and 
ADM. HAI as a whole, and HAI groups operating 
nationally, have played an important role in monitoring the 
pharmaceutical industry, in drawing attention to examples 
of poor practice, and in conducting international campaigns 
about categories of drugs which are common problems 
such as antidiarrhoeals. As a result, some companies have 
been forced to begin thinking critically about their own 
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policies. The pharmaceutical industry also presents less of 
a united front than it did ten years ago. 


HAI welcomes dialogue with companies that are serious 
about change and will continue to monitor and expose bad 
practice. We will also strive for a situation in which the 
WHO Ethical Criteria for Medicinal Drug Promotion are 
more than a widely ignored set of guidelines, but taken 
seriously and used by governments as a baseline for the 
control of drug advertising. 


Problems of Implementation 


In the late 1980s, it looked as if the rational drug debate 
was being won on the policy level and as if the remaining 
work was mostly in the area of implementaticn. There 
have been some real successes, but several factors force us 
to be anything but complacent. Recent signals from the 
WHO indicate that its days of pioneering advocacy for 
rational drug use may be over, although it will continue to 
play an important role in providing technical support on 
drug policies. Donors to the Drug Action Programme are 
openly expressing concern about this shift in WHO policy. 


New policies often favour community financing programmes 
which focus on covering health care costs from the sale of 
drugs. These programmes can all too easily fall into the 
trap of emphasizing the provision of drugs and 
underestimating the importance of training in rational drug 
use and monitoring. 


In the present situation, in which up to half of the worid’s 
population has no regular access to drugs and given the 
stark economic realities faced by many developing 
countries, the choices are limited and the outlook isn’t 
very bright. It is important to keep the need for rational 
drug policies and a more equitable distribution of 
medicines between developed and developing countries 
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firmly on the agenda of international organizations such as 
the WHO, the IMF, and donor agencies. We also have to 
continue to press for export controls which will help to 
guarantee that developing countries do not get the 
leftovers of the industrialized world. 


The current inequities in world health can only be 
addressed by a massive and integrated international effort. 
Though rational drug use is only one part of good health 
care, it is nonetheless an important part because it 
involves gaining control of a section of the health care 
system which is out of control and ensuring that drug 
policy and use unambiguously serve real health needs. To 
gain control of drug use requires creativity, commitment, 
and a broad perspective. We have to convince both 
national and international policy makers, drug regulators, 
medical professionals, drug manufacturers, those who 
dispense and sell drugs, and those who use drugs. 


The Role of HAI 


162 


I want to finish by saying a few words about the role of 
HAI in the work for rational drug use and why HAI can 
sometimes achieve things that others cannot. HAI is only 
part of the large number of individuals and organizations 
concerned with drug policy and use. We _ readily 
acknowledge the enormous role played by the Drug Action 
Programme over the last ten years, of pioneering 
governments such as that of Bangladesh, and of many 
Other organizations and dedicated individuals. HAI is a 
loose coalition of consumer and health groups from various 
parts of the globe, but in my view, it is the heterogeneous 
nature of HAI which has allowed it to make its special 
contribution. By bringing together people with different 
experiences and skills from all areas of the world, HAI 
brings a liveliness to the debate which could otherwise be 
lacking. Through HAI many different groups representing 
various interests are able to meet and reach out to a 
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variety of organizations and individuals. In addition, HAI 
has been able to inject a dose of reality into some of the 
rather abstract policy debates because HAI’s perspective is 
based on the experience and priorities of organizations 
working at the national and community level. HAI 
members learn from the good ideas of others, and the 
organization concentrates on passing on what works and 
warning about what doesn’t. The only axe we have to 
grind is the firm belief that by working for a more 
rational use of drugs and a more equitable access to their 
benefits we can contribute to a more equitable and 
healthier world. 
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Conference Conclusions: 
Primary Health Care and Drugs — 
Challenges for the Future 


Preamble 


Historically, major events, whether good or bad, have 
tended to influence people and stimulate change. The 
post-war era of the 1950s and 1960s was no exception. 
p Health as an issue was interconnected to 
the escalation of change taking place at 
the time. 


The new nations which emerged from 
colonial rule were faced with 
unprecedented challenges. This was the 
| pre- Alma Ata period which greatly 
influenced and helped to shape the 
evolution of primary health care. 


The 1980s have been characterized by 
= critically decelerating economic situations 
~~ Ww for most developing countries. The debt 
a ¥ A crisis has had devastating effects on social 


-" A 
programmes in these countries with further polarization 
between waste and deprivation, rich and poor. 
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The Origins of Primary Health Care 
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Several factors and events were instrumental in the 
development of primary health care: 


m Advances and change in biomedical technology; 
m@ A cry for social justice and equality; 


@ National, NGO and individual experiences of health 
problems and an urgent need to look for new solutions 
and strategies; 


m The need to shift control from the powerful to the 
powerless, which entails the need for empowerment, 
confidence and capacity building. 


Parallels can be drawn between models of primary health 
care implementation in developing and_ industrialized 
countries. Primary health care is relevant for both. 


Obstacles to Implementation of Primary Health 
Care Policies 


While there have been some successes, costly mistakes 
have also been made and need to be addressed. 


m™ The root causes of poor health are social injustices. 
They need political and not technical solutions. 


m™ The poor need to learn how to confront powerful 
interests in their struggle for change. Resistance exists 
at all levels and must be confronted openly. 


m There is a need for redefinition and re-analysis of 
primary health care goals and strategies on people’s 
terms. This should include an integration of the concept 
of rational drug use. A long-term partnership must be 
built between all concerned parties: communities, 
governments, NGOs, and international agencies. 


Conference Conclusions 


The Role of Drugs in Primary Health Care 


Drugs have an important but limited role to play in 
health. They can be powerful tools for health. However, 
their use is often determined by market, not health, 
considerations. Concentration of production and monopolies 
lead to the following effects: 


™ reduced competition; 

m@ few significant innovations; 

@ proliferation of products; 

™ misuse or abuse of patent protection and brand names; 
: | 


power and arrogance of the industry. 


The private sector will expand, especially in developing 
countries and Eastern Europe. Therefore the need for 
enforceable, comprehensive national drug policies cannot 
be overemphasized. 


Such drug policies should form part of integrated well- 
conceptualized and focused national health policies. 


Obstacles to Introduction of Rational Drug 
Policies 


National governments have been slow to develop 
comprehensive drug policies. Initiatives which aim to 
implement essential drug policies in a far — reaching 
manner, such as that of Bangladesh, have been under 
powerful attack. 


There is insufficient regulation, especially in developing 
countries, and this has led to product proliferation. There 
has been little or no focus on irrational drugs. Absent or 
inefficient regulation has left health professionals open to 
easy manipulation by industry. 
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Conclusions 
Three main questions underlie the discussions at the 
conference. 
1. How do we redefine primary health care to make it 
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clear that it is a people—centered approach and not a 
technical solution? How can we promote it more 
effectively? Vertical programmes seem to offer rapid 
results but are no substitute for comprehensive care. 
The implementation of primary health care can only be 
accelerated if there is sufficient political will and a 
deep commitment to achieving change. 


In efforts to revive degenerating primary health care 
programmes, drugs are sometimes used to finance 
primary health care at a community level. Is it just or 
equitable to make the sick pay more than the cost— 
price of drugs at a time when they are most 
vulnerable? How can we protect the principle of equity 
when financial resources are so limited? 


The need to ensure rational drug use is vital. Both 
health providers and consumers need to be educated on 
rational use of drugs. How this is to be achieved 
remains a challenge for all. 


The conference has helped to bring into focus the 
magnitude of problems and challenges facing primary 
health care implementation and rational drug use. The 
majority of the poor are still powerless to deal with the 
forces of oppression. Worsening debt and macro 
economic issues have a fundamental effect on health. 
There is a need to maintain pressure in the name of 
social justice. It is therefore not time to despair, but 
rather to rethink, to develop new strategies, re — kindle 
hope and generate new strengths. 
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